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GUEST EDITORIAL 


Bacterial Allergy 


ACTERIAL Allergy is one of the most important and, unfortunately, one of the 
least explored facets of medicine. 

Bacterial Allergy is believed to play a major role in the morbidity of tuberculosis, the 
pathogenesis of rheumatic fever, and in infectious asthma. It is also thought to be an 
important factor in acute nephritis, brucellosis, rheumatoid arthritis, “Id” reactions, 
urticaria, angioneurotic edema, vasomotor rhinitis, iritis, uveitis, focal infections, and 
perhaps in pneumonia, meningitis and numerous other conditions. 

Bacterial Allergy is more complex than the garden variety of atopic allergic reac- 
tions. Atopic reactions such as hay fever, asthma, and urticaria from foods, dusts 
and pollens are mediated by mechanisms which are perhaps better understood than 
those which cause hypertension, peptic ulcer, arteriosclerosis, lymphomata, and a host 
of other common important diseases. Bacterial Allergy has much broader implica- 
tions. Allergic responses to bacteria not only take the form of atopic syndromes, but 
may occur just as typically as eczematous “Ids”, acute anaphylaxis, or as delayed 
tuberculin-type reactions. Even these are relatively simple in concept when contrasted 
with the unknown mechanisms responsible for the pathogenesis of rheumatic fever. 

In rheumatic fever, cause and effect seem well established. A great deal is known 
about the antigens of streptococci. M, P, X, T, and C proteins and polysaccharides; 
hyaluronic acid; the enzymes hyaluronidase and fibrinolysin; leucocidin; the hemoly- 
sins; the exo-, “lethal”, and erythrogenic toxins; and proteinase have been identified 
and studied. A wide variety of antibodies, such as antistreptolysins, antifibrinolysin, 
agglutinins, precipitins, antitoxins, complement fixers, antiproteinases have been 
studied, to name the commoner ones. In spite of this wealth of material, the antigenic 
component of the streptococcus and the antibody which mediates the rheumatic fever 
reaction, assuming that one does, are complete mysteries. Until antigen and antibody 
are found the role of allergy must remain hypothetical. A promising lead is the strong 
experimental and clinical evidence that infection with more than one type of Group A 
hemolytic streptococcus is necessary to produce rheumatic fever. 

Certainly the time element, the histological sequences, and antibody studies to date 
do not disclose any close relationship to the anaphylactic, tuberculin, “Id,” serum, Arthus, 
or contact types of allergic reactions. The lesions in rheumatic fever resemble the 
focal reactions to large doses of globulin (Hawn and Janeway) more closely than any 
other type of antigen-antibody reaction. Cavelti’s experimental rheumatic-fever-like 
lesions produced by homologous tissues plus streptococci as adjuvants looked promis- 
ing at first. But, unfortunately, other investigators have not been able to reproduce 
them. 

Infectious asthma is another clear-cut example of cause and effect. The patient 
develops a respiratory infection, then wheezes. Wheezing continues until, but stops 
promptly after, the infection is controlled. In spite of this close relationship, the 
mechanism by which infection causes asthma is not clearly understood. That an aller- 
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gic mechanism is responsible is strongly suggested by the frequent producticn of 
asthma by overdoses of and improvement from tolerated doses of bacterial antigens. 
But this does not prove the point nor does it even suggest what type of allergic reaction 
is involved. Is it Arthus, anaphylactic, tuberculin or other type of allergy? There 
is much clinical evidence to suggest that the tuberculin type of reaction is present 
commenly in infectious asthma. 

Skin tests, as a means of identifying organisms responsible for asthma, have been 
disappointing, in spite of a high incidence of immediate wheal and flare reactions to 
crude polysaccharides and of delayed tuberculin-type responses to crude nucleo-proteins 
of bacteria. It is not surprising that man reacts to many bacterial extracts which are 
not giving him asthma when it is recalled that he is barraged with bacterial antigens 
from birth and that allergic skin reactions simply reflect immunological experiences. 
By the same token, a positive tuberculin test does not necessarily mean clinical tuber- 
culosis, nor do positive reactions to egg or ragweed pollen necessarily mean clinical 
sensitivity to them. Positive skin tests are diagnostic leads, not positive diagnoses. 

Allergic reactions are mediated by antigen-antibody-tissue reactions. A bacterium is 
a complex package of antigenic material capable of eliciting different antibodies and 
different types of tissue responses. While much is known, more is lacking in our 
knowledge of bacterial antigens. Our knowledge of allergic antibodies is also grossly 
deficient. Reagin which mediates atopic reactions, and precipitins which mediate 
Arthus and anaphylactic reactions have been studied extensively. In contrast, very 
little is known about the antibody which mediates the tuberculin type of bacterial 
allergic reaction, or the antibcdy component of the “Id” reaction. As mentioned al- 
ready, nothing is known about the antibody concerned in the production of rheumatic 
fever. 

Treatment of bacterial allergy is not standardized. Bacterial antigens cannot be 
avoided like eggs, wheat, cats, feathers. Antigen can often be removed by surgery 
or antibacterial agents, with relief of the symptoms of bacterial allergy. Treatment 
with bacterial antigens, while still empirical, is often but unpredictably effective. 


What can be done about these and other important problems in bacterial allergy? 


Little can be expected until there is more interest, support, and dissemination of in- 
formation about allergy. At present, there are in this country only a handful of allergy 
research laboratories and of full-time preclinical and clinical medical faculty mem- 
bers of professorial grades whose major interest is in the field of Allergy. Financial 
support of these limited facilities is tenuous. An important goal should be to make 
allergy sufficiently attractive to medical students, interns, and residents to stimulate 
the more intelligent and dedicated ones to pursue research in allergy as a career. For 
those who accept this challenge, hundreds cf important problems of great variety 
and scope are literally begging for solution. 

There are three hopeful signs on the horizon. One, the new Foundation for Allergic 
diseases will, it is hoped, raise enough money to support allergy research on a wide 
scale; two, the awakening interest in the field of allergy brought about by the great 
increase in allergic reactions to drugs; and three, the increasing emphasis on im- 
munological mechanisms by the hematologists. 

Oscar SWINEFORD, JR., M.D., 
University of Virginia, 
Charlottesville, Virginia 
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In medicine, it is profitable to review periodically 
our present concepts of disease mechanisms and thera- 
peutic approaches. In this manner, useless remnants 
of the past may be deleted and modern ideas may be 
integrated into a better formulation of pathological 
processes and methods of therapy. This discussion 
is concerned with a critical appraisal of the status 
of bed rest in the treatment of cardiac patients. 


HIsTORICAL REVIEW 

The use of bed rest in the therapy of patients with 
congestive heart failure or with myocardial infarction 
has been customary in the past. The primary ob- 
jective envisioned in a program of bed rest for the 
cardiac patient is to provide a maximum amount of 
rest for the heart. Undoubtedly the prominence of 
bed rest in the physician’s armamentarium stems 
largely from the fact that this has been considered 
an innocuous procedure. Indeed, until recently, 
relatively few physicians have stressed the penalties 
inherent in any program of prolonged strict rest. 
However, some authors have been so impressed with 
the hazards precipitated by such a regimen that the 
sound suggestion has been made that a physician 
must always consider bed rest as a highly unphysio- 
logic and definitely hazardous form of therapy, to be 
ordered only for specific indications and discontinued 
as early as possible." 

It is of interest that exercise as a therapeutic ad- 
junct in the treatment of cardiac patients antedates 
In 1854 William Stokes? ad- 
vocated exercise as a form of treatment for fatty 
Stokes allegedly also 


rest by many years. 


degeneration of the heart. 
employed exercise in the treatment of aortic insuf- 
ficiency, with the objective of obtaining greater hy- 
pertrophy of the left ventricular myocardium. Austin 
Flint advised exercise within the limits that could be 


*From the Cardiovascular Division, Department of 
Internal Medicine, School of Medicine, University of Vir- 
ginia, Charlottesville, Va. 


borne without discomfort for all types of cardiac 
weakness, and he noted with poignant perspicacity 
that “patients exchanging habits of activity for 
complete rest are likely to become rapidly worse.’ 
During the latter part of the 19th century, a method 
of graduated exercises, especially mountain climbing, 
for increasing the strength of the heart was quickly 
accepted in Europe. This was known as the Oertel 
method. Somewhat later the Neuheim form of treat- 
ment by baths and passive gymnastics was in vogue. 

The first record of the introduction of rest into 
the therapy of cardiovascular disease may be found 
in “The Heart and Its Diseases,” by Fothergill.4 
In this book the author states, ‘Perfect rest, es- 
specially in bed for a time, combined with proper 
remedies will give relief in every case of mere failure 
of the muscular structure of the heart and dilatation 
not complicated by valvular disease.” A great stim- 
ulus to the advocacy of bed rest in the treatment of 
diseases of the heart came from Sibson’s observations® 
that over twice as many patients with rheumatic in- 
fections subsequently developed severe heart lesions 
in the group not treated by bed rest compared to a 
group which had been at rest during their illness. 
Balfour,’ of Edinburgh, is credited with being the 
first to recognize the importance of rest and to teach 
the importance of rest as therapy of cardiac disease. 
From his book, “Clinical Lectures on Diseases of 
the Heart,” the following quotation is taken: ““When- 
ever then from any cause there is defective, irregular, 
or in any respect uncomfortable action of the heart 
and, still more, whenever we have any uncompensated 
or imperfectly compensated valvular lesion, rest must 
be absolutely insisted upon as a necessary adjunct 
in the treatment and it must be maintained for a 
few days, or a few weeks until the heart acquires 
a certain amount of pristine vigor. In very many 
cases the mere act of getting out of bed and lying 
on a sofa for a few hours is too much for the patient 
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and delays his recovery considerably, while any great 
exertion not infrequently thwarts all our endeavors 
to benefit the patient and in all events renders our 
treatment less safe and certain. We must never 
forget, therefore, to insist upon rest as a most im- 
portant part of the treatment, a rest which must be 
the more perfect and complete the more serious the 
cardiac condition is.” A distinguished disciple of 
this teaching of Balfour was Sir William Osler who 
was among the first to advocate the use of rest in 
the therapy of cardiac diseases in this country. Dis- 
cussing the problem in 1920,’ Pratt concluded that 
rest is beneficial because it increases the reserve force 
of the enfeebled heart. Since the writings of Pratt 
and the teachings of Osler in the first part of the 
20th century, the pendulum has swung from the 
principle of exercise advocated by the early writers 
to the concept of absolute bed rest. This has been 
particularly true in the therapy of patients with 
myocardial infarction and has been true to a large 
extent in the management of patients with conges- 
tive failure. It must be said in defense of the great 
clinicians of the past that they were certainly ac- 
curate in their observations that cardiac patients 
responded better to rest than to strenuous exercise. 
Undoubtedly, the use of complete bed rest represented 
a significant therapeutic advance. However, these 
same observers, unfortunately, appeared satisfied 
with their therapeutic achievements and failed to 
ascertain whether there might be another regimen, 
still better, to be used in the care of these patients. 
It is noteworthy, however, that, to some astute ob- 
servers, bed rest is not without danger, and over the 
past two decades various clinical discussions and 
medical writings have concerned themselves with the 
abuse of bed rest. 


THE UNDESIRABLE SEQUELAE OF PROLONGED, 
CoMPLETE Bep REst 
The evil sequelae of complete bed rest comprise 
such a formidable list that detailed documentation 
must be sacrificed for the sake of brevity. One may 
conveniently divide these undesirable side-effects into 
two categories, one affecting the circulatory system 
and the other affecting the remaining systems of the 
body. 
DISADVANTAGES OF PROLONGED BED REST 
ON SYSTEMS OTHER THAN THE CIRCULATORY 


Bone atrophy and muscular wasting have been 
previously described. The second factor undoubtedly 








contributes to the subjective complaint of weakness 
almost invariably noted in any patient subjected 
to the unphysiologic procedure of bed rest. Con- 
stipation and cathartic habituation are extremel 
common complications thrust upon the patient force 
to assume the unnatural posture of prolonged re 
cumbence. This habit may be extremely resistant 
to change. Symptoms of urinary obstruction maj 
also appear for the first time, particularly in elder]; 
male patients confined to bed. The best known 
complication of bed rest, of course, is the decubitus 
ulcer. This may represent not only a demoralizing 
incident to the patient but an incident which may 
entail serious consequences. 


DISADVANTAGES OF PROLONGED, COMPLETE BED 
REST ON THE CIRCULATORY SYSTEM 

Vasomotor instability consequent upon prolonged 
bed rest also contributes to the difficulties of the 
patient so treated. This symptom may be a trying 
one for the patient. All physicians are familiar with 
the complaint of vertigo, weakness, and even syncope 
when the patient who has been confined to bed rest 
for long periods of time first assumes a sitting or 
standing position. Indeed, this complaint may be 
present for an annoying length of time, contributing 
to the patient’s asthenia, and undoubtedly it is a po- 
tent factor in the production of cardiac neuroses. 
Many authors have remarked in the past about the in- 
ception of pulmonary edema, which may appear for 
the first time when a cardiac patient is put at bed 
rest. One of the most serious penalties of bed rest, 
of course, is the tendency on the part of the patient 
so treated to develop venous thromboses and _ pul- 
monary emboli. In the following discussion, this 
and other considerations mentioned above will be 
discussed in more detail. 


Bep REsT As AN UNPHYSIOLOGIC THERAPEUTIC 
APPROACH TO CONGESTIVE FAILURE 

The concept that bed rest with the patient in the 
recumbent position offers the heart the maximum 
amount of rest has been shown to be incorrect. 
McMichael and Sharpey-Schafer® noted that in a 
normal, resting, recumbent adult, the output of the 
heart may be 5.3 liters per minute, falling to 4 liters 
per minute on quiet standing. Certainly one of the 
determinants of increased cardiac output in the nor- 
mal] heart in recumbency is increased venous return 
from the periphery with increased diastolic filling. 
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The left ventricle in the normal heart can easily 
cope with this added load; therefore, no adverse 
effects result. 

However, the failing ventricle may not have enough 
When this set 
of events occurs, pulmonary congestion results. 


reserve to meet the added challenge. 
In- 
deed, Perera? demonstrated that in patients with 


hypertensive heart failure kept recumbent for 12-24 
hours, increased blood volume, hemo-dilution, in- 
creased venous pressure, and a decreased vital capac- 
ity of the lungs developed. 
patients that left ventricular function is inadequate. 
Obviously, the physician wishes to avoid any pro- 


It is obvious in these 


cedure which may represent an additional burden 
superimposed upon an already over-burdened cir- 
culation. 


As Levine has aptly commented,” the harmful 
effects of recumbency on patients with congestive 
failure are masked by the other procedures which are 
instituted simultaneously, such as digitalization, pre- 
scription of a low salt diet, and the use of diuretics. 
It should be emphasized at this point that although 
many cardiac patients treated with bed rest are 
placed in a position so that the head and shoulders 
are elevated, the hips are more or less on a level 
with the feet. This is not so effective a method of 
controlling venous return as when the patient places 
the lower extremities in a dependent position, as 
sitting. However, the harmful effects of recumbency 
in the treatment of congestive failure need not be 
inferred exclusively from experimental evidence. 
Ample clinical observations have eloquently attested 
to this in the past. For years the patient suffering 
from congestive failure has known that bed is often 
the one place in which he is the least comfortable. 
In bed he experiences orthopnea and in bed he has 
Yet the 
profession has adhered to the use of bed rest in 
With the 
passage of time, a partial concession has been made 


paroxysmal nocturnal dyspnea. medical] 


the therapy of many of these patients. 


to the patient’s comfort by elevating the head of the 
bed. However, for reasons mentioned above, this 
compromise has not been as effective as treating the 
patient out of bed in a chair. Recognizing this fact, 
eminent cardiologists threw off the shackles of tra- 
dition and instituted the chair treatment for patients 
with congestive failure. The results have been en- 
couraging. When formerly it was not uncommon to 


see a cardiac patient who was put to bed re-distribute 
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his edema from the dependent portions of the body 
to the lungs, the reverse procedure has been repeat- 
edly demonstrated in those taken from bed and placed 
in a chair. Edema formation in the legs is relatively 
benign, but edema formation in the lungs can be 
fatal. 

From the foregoing remarks it seems obvious that 
bed is the worst place for patients either with con- 
gestive failure or with threatened congestive failure. 
This observation applies equally forcibly to patients 
with acute myocardial infarction and congestive 
failure. 


THE TENDENCY TO THROMBOEMBOLISM 
IN BED-TREATED CARDIAC PATIENTS 

An additional set of circumstances further empha- 
sizes the danger of too much bed rest in these patients. 
The proclivity of the cardiac treated on bed rest 
to develop evidences of thromboembolism is a dis- 
tressing and frequent occurrence. The observations 
of Williams and Rainey" concerning the chief cause 
of death in patients with congestive failure under- 
score the appalling frequency of a fata] pulmonary 
infarction and embolism. In one group of patients 
observed over five years, the incidence was approx- 
imately 20% and in a group observed over a sub- 
sequent five-year period the incidence was approx- 


imately 15%. 


The incidence of thromboembolic 
phenomena as supplementary causes of death was 
It should be remembered that these 


patients were treated with bed rest. 


even higher. 


As Harrison!” pointed out in his discussion on 
the abuse of bed rest in patients with cardiovascular 
disease, studies were attempted at the Vanderbilt 
University Hospital and later in the North Carolina 
Baptist Hospital to assay quantitatively the difference 
in pulmonary infarction and embolism between bed- 
treated cardiac patients and those permitted to be 
up. Because of the many variables present, it seemed 
The 
only conclusion which was drawn was that those 
patients who were out of bed were happier. 

Physicians in the past have been impressed with 
the fact that the incidence of thromboses and emboli 


unwise to draw conclusions from these data. 


in the ambulant cardiac patient is much lower than 
in those confined to bed rest, and a prominent 
cardiologist'® has expressed the view that even as 
simple a procedure as getting the patient out of bed 
into a chair may be responsible for reducing the 
incidence of thromboembolism. Certainly it has 
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been our impression that the incidence of thrombo- 
embolism in those patients gotten out of bed is lower 
than. seen formerly when bed rest was uniformly 
enforced. Convincing data may be forthcoming on 
this question in the future. It seems logical to as- 
sume that slowing of the circulation of the venous 
system when the patient is at bed rest, as well as 
the pressure exerted in the recumbent position upon 
the deep veins of the calf and thigh, are as ideal a 
set of conditions for the production of thromboses 
as could be conceived. 


Thromboembolism is a serious complication dur- 
ing the course of myocardial infarction. The figures 
of the Committee for the Evaluation of Anticoagu- 
lants in the Treatment of Coronary Thrombosis with 
Myocardial Infarction, presented in 1948, revealed 
14 thromboembolic complications per 100 patients, 
occurring in the group treated with dicumarol. If 
those incidences of thromboembolism occurring in 
patients not theoretically under good anti-coagulant 
therapy are omitted, there still remain six incidences 
of thromboembolic complications per 100 patients 
occurring when the patient was under adequate 
anticoagulant therapy. It should be noted that these 
patients were all treated in the conventional manner 
with bed rest. The fact that six of 100 patients 
developed these serious complications of their original 
illness indicates that anticoagulants are certainly not 
the only answer to the problem of thromboembolism. 


It is of interest that certain changes in the blood 
composition occurring after bed rest have been de- 
Waugh and Reddick" demonstrated that 
after bed rest blood thromboplastin is increased. 
This finding is suggestive, in view of deTakats’® 
observation of an abnormal heparin tolerance in acute 
thrombosis and after toxic doses of digitalis. The 
role of digitalis, however, in accelerating the clotting 
mechanism of the blood is under considerable dis- 
pute. Although the observations of deTakats and 
Waugh are of interest at the present, changes in 
the constituents of the blood which they describe 
bear an uncertain relation to the etiology of throm- 
boses and thromboembolism. 


scribed. 


It must be admitted that no figures are available 
as yet to attest definitely that patients with congestive 
failure treated out of bed in a chair have a lower 
incidence of thromboembolism. The same observa- 
tion applies to patients with myocardial infarction. 
Nevertheless, from a consideration of al] of the ob- 
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servations which have been made in the past, we 
believe it likely that the arm-chair method of therapy 
may well result in a decreased incidence of thrombo- 
embolism. 
UNDESIRABLE PsyCHIC REACTIONS TO 
PROLONGED BED REsT 

One of the most damaging penalties assessed the 
cardiac patient for his adherence to a regime of 
prolonged bed rest is weakness, and, as already men- 
tioned, the weakness may have an organic origin, 
in part. One need only inspect the musculature of 
the limb immobilized in plaster for long periods 
of time to appreciate the degree to which muscular 
wasting may occur. Obviously, in the cardiac treated 
with bed rest, this muscular weakness is more gener- 
alized and usually not so obvious as in the incidence 
of the immobilized limb. Undoubtedly vasomotor 
instability contributes to the feeling of asthenia. 
The occurrence of weakness per se is not so damaging 
a blow to the patient, for this in itself may be rem- 
edied. The chief damage done to the patient by the 
symptoms of weakness and vasomotor instability 
lies in the potential translation of these symptoms 
into a full-blown cardiac neurosis. The seeds of 
cardiac neuroses are first disseminated by the at- 
tending physician who places the patient at com- 
plete, absolute bed rest. In spite of all manner of 
cajoling and reassurance by the physician, the pa- 
tient is frightened, and well he may experience this 
emotion when he senses the gravity of his affliction 
following such strenuous measures. In incidences 
of myocardial infarction, he is warned against mov- 
ing his arms, turning even slightly in bed, or making 
any motion whatsoever. If any measure were dia- 
bolically calculated to instill terror, frustration, and 
a sense of hopeless invalidism, it could scarcely be 
more effective than such instructions to a patient 
ill with congestive failure or myocardia] infarction. 
If there were no other condemnation of absolute bed 
rest in the treatment of cardiac patients than this 
one, the physician would do well to heed its in- 
struction. Cardiac neuroses should be prevented, 
not fostered. Prevention is relatively easy; therapy 
may be extremely difficult. 

ARM-CHAIR THERAPY FOR PATIENTS WITH 
AcUTE MyocarpIAL INFARCTION 

The entire credit for instituting the arm-chair 
method of therapy for patients with myocardial in- 
farction belongs to Dr. Samue] A. Levine," of Bos- 
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ton. Although others had tentatively envisioned the 
idea, it was he who saw the real value in this method 
and translated it into a significant therapeutic ad- 
vance in the treatment of patients with acute myo- 
cardial infarction. In brief, the arm-chair method 
of therapy consists of allowing the patient to spend 
his time during his convalescent period in a com- 
fortable chair rather than in the recumbent position 
in bed. On the first or second day, unless the 
specific contraindications listed below occur, the 
patient is assisted from bed and placed in a chair 
so that the patient’s feet rest comfortably upon the 
floor. This does not imply that ambulation is per- 
mitted. The increased work load of the left ventricle 
incurred by ambulation is highly undesirable in the 
early stage of convalescence. 
that, although an occasional patient wil] disregard 


It may be noted here 


instructions, the majority are so grateful for the 
opportunity of sitting up that cooperation between 
physician and patient is usually maximal. 
the details of the previous remarks, it is obvious that 
the therapeutic aim of placing the patient in a phys- 
iologic position is to provide a maximum amount 


From 


of rest for the injured myocardium. In the absence 
of contraindications, chair treatment is begun within 
the first few day of the illness. 
tom here to allow the patient to sit up 15-30 minutes 


two or three times a day on the first day of the 


It has been our cus- 


institution of the arm-chair treatment, and to double 
the length of time the patient spends in the upright 
position on succeeding days until he is sitting up 
six to eight hours a day. This program obviously 
must be modified somewhat for individual cases. 
At the onset, if the patient tires, he is permitted 
to return to bed at his discretion. Obviously, he 


is assisted back into bed. 


CONTRAINDICATIONS TO THE USE OF THE 
ARM-CHAIR PROGRAM 
The only absolute contraindication to getting the 
patient up is the presence of shock. However, as 
soon as this phase of the convalescence ceases to 
exist, he is allowed to sit in a chair. 
contraindication to this form of therapy is the pres- 
ence of extreme debility with inability on the part 


A relative 


of the patient to sit up because of weakness. It 
should be emphasized that only if the patient is 
physically unable to sit up does this contraindication 
become absolute rather than relative. In fact, many 
patients experience weakness in the beginning of their 
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illness, but the weakness responds more promptly 
to rest in a physiologic rather than an unphysiologic 
position. The presence of a fresh deep vein throm- 
bus is a contraindication to this form of therapy 
until the patient has been on anticoagulants a few 
days. 


THE ADVANTAGES OF THE ARM-CHAIR METHOD 

Some misunderstanding has arisen concerning one 
The 
opinion has been expressed that very sick patients, 
including those with pulmonary edema, congestive 


contraindication to the arm-chair therapy. 


failure, or significant elevations of temperature, are 
not permitted to follow this program until such time 
This is an 
erroneous concept. Excepting those patients in shock, 
those with such disability that physically they cannot 
sit up, and those with a fresh deep skin throm- 
bus, the sickest patients often derive the great- 
est benefit from the chair. 


as their general condition improves. 


Such an example is 
the patient with myocardial infarction admittedly 
in congestive failure, pulmonary edema, and cyanosis 
who appears to be extremely ill. In such patients, 
one of the maximum benefits of the program is 
achieved in that one often observes the clearing of 
of 
congestive failure with the patient assuming the sit- 
ting position. 


pulmonary edema and clearing or partial clearing 


= 


A second very apparent benefit re- 
sulting from this program is improvement of mental 
outlook. Only those who have treated patients with 
myocardial infarction both by the conventional 
method of bed rest and by the arm-chair treatment 
can appreciate the magnitude of this improvement. 
Almost immediately the patient adopts a more opti- 
mistic attitude. Instead of lying in bed dreading 
the consequences of his illness and fearing that the 
slightest possible movement will precipitate disas- 
trous results, the patient allowed to convalesce in 
i chair experiences hope rather than despair, op- 
From this 
turn of events he perceives that the physician him- 


timism rather than profound depression. 
self is hopeful of his recovery. It may be reiterated 
that, all things being equal, were no other benefits 
derived from the arm-chair therapy of myocardial 
infarction than this, this factor alone would estab- 
lish the validity of the regime. On increasingly 
frequent occasions the physician has had the illu- 
minating experience of observing a patient who has 
been treated by the conventional method and by the 
arm-chair method for myocardial infarction on two 
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different occasions. ‘These patients often volunteer 
their preference for the newer form of therapy, often 
voluntarily contrasting the fear, depression, and des- 
peration of the older program to the hope and in- 
creased sense of well-being engendered by the newer 
approach. 

The mortality rate in the first group of patients 
reported by Levine'® treated by the arm-chair method 
was actually lower than that of the dicumarolized 
bed-treated patients reported by the Committee for 
the Evaluation of Anticoagulants.’ The series is 
too small as yet to justify any conclusions other than 
the fact that treatment in the arm-chair does not seem 
to add to the mortality of patients suffering from 
myocardial infarction. The question of relative 
mortality attendant upon both methods of therapy 
can be answered best by a large series of patients 
treated alternately. From such a series, any effects 
of the arm-chair regime in lowering the incidence of 
thromboembolism may be demonstrated. 

DIscussION 

In this discussion we have attempted to outline 
briefly the history of the use of bed rest in the therapy 
Although the use 
of strenuous exercise in the treatment of patients 
with various cardiac disorders is unthinkable to us 


of patients with cardiac disease. 


today, it is becoming increasingly evident that the 
opposite approach of absolute bed rest is not without 
hazard. Undoubtedly the pendulum swung towards 
the extreme of absolute bed rest because of the radical 
and unphysiological use of exercise in patients who 
could ill afford such strenuous demands upon their 
myocardium. ‘The pendulum was swung away from 
exercise, also, because of Sibson’s observations of 
the apparent benefit of bed rest in preventing rheu- 
matic heart disease. It is unfortunate that the ap- 
parent benefit accruing to this group of patients 
should be inferentially applied to those cardiac pa- 
tients suffering from quite different disorders such 
as congestive heart failure or acute myocardial in- 
farction. Indeed, it is well to recall that in spite 
and the 
others, the validity of bed rest in actually preventing 


of Sibson’s observations observations of 
subsequent rheumatic valvular deformity is ques- 
tionable. A third propelling force in the direction 
of bed rest was the frequent clinical observation that 
patients with congestive failure who became rela- 
tively inactive tended to become better compensated. 


The teachings of Fothergil] and Balfour did much 
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to further this cause abroad, as did the teachings 
of Osler and Pratt in this country. However, as so 
frequently happens, the therapeutic shift went too 
far and complete bed rest became an established pro- 
cedure in the handling of patients with congestive 
failure and with myocardial infarction. A more 
rational approach is to have the patient out of bed 
in a chair in both instances. The benefits of the 
upright position in decreasing venous return and 
decreasing pulmonary congestion have already been 
discussed. It is to be hoped, and, indeed, we expect. 
that patients treated in a sitting position will develop 
fewer thromboembolic phenomena because of de- 
creased sluggishness of peripheral venous flow and 
periods of freedom from pressure on the deep veins 
of the thigh and calf. One can hardly over-em- 
phasize the advantage to the patient’s morale when 
he is allowed out of bed. 

For the above reasons, we feel that all cases of 
congestive failure should be treated out of bed in 
a chair unless the patient is so desperately ill 
that he cannot sit up, unless a recent deep vein 
thrombosis is present, or unless, of course, he is in 
shock. The same considerations apply to the patient 
with myocardial infarction. 


CONCLUSIONS 


1. The history of the use of exercise and of the 
opposite concept, complete bed rest, in the therapy 
of cardiac patients is briefly reviewed. 

2. Although the acceptance of complete bed rest 
in the therapy of patients with congestive failure and 
myocardial infarction represented a significant ther- 
apeutic advance over the older regimen of strenuous 
exercise, complete bed rest is an unphysiologic ap- 
proach not without danger. 

3. The undesirable sequelae of complete bed rest 
on the circulatory system, the psyche, and other sys- 
tems of the body are outlined. 

4. The ‘“arm-chair” treatment for patients with 
acute myocardial infarction is presented as a sig- 
nificant advance. This program was first described 
by Drs. S. A. Levine. 
patients suffering from severe congestive failure 


“Arm-chair” therapy for 


likewise represents an improvement in the manage- 
ment of this condition. 


‘ 


5. The contraindications to the use of the “arm- 


chair” regimen are outlined. 
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Hold the Phone; ‘Dr. Jerkheimer’ Calling 
Ever answer your phone only to find another 

doctor’s secretary on the other end, asking you to 

wait: a minute, please? 


You may be busy with a 
patient, but you’re compelled to drop everything and 
wait until your colleague is ready to talk to you. 
Dr. Max Thebaut of Oakland, Calif., has a name 
for such a boor: he calls him “Dr. Jerkheimer.” 

Dr. Jerkheimer has an inexhaustible “bag of 
tricks,” according to Thebaut. 
one “cutie” which is even “more subtle in its dis- 
courtesy”: 


Take, for instance, 


When another doctor calls him, Jerkheimer makes 
the caller “wait an interminable length of time.” 


Then, when Jerkheimer finally picks up the receiver, 
he “doesn’t say ‘Hello.’ Instead, he places his 
mouth close enough to it so that his colleague can 
hear the final phases of a conversation he is having 
with someone in his office.” 

Concludes Dr. Thebaut, writing in a recent Bul- 
letin of the Alameda-Contra Costa Medical Associa- 
tion: ‘Why, oh why, Mr. Anthony, don’t some people 
realize that others might be busy, too? ... All I can 
say is, I hope certain people I know read this and 
mend their ways. My coronaries aren’t as resilient 
as they used to be.” 

(Medical Economics, June 1953) 
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THE DIAGNOSIS AND TREATMENT OF INTESTINAL 
OBSTRUCTION* 


CaRRINGTON W1LLIAMs, M.D., F.A.CS., 
Professor of Clinical Surgery, 
Medical College of Virginia, 

Richmond, Virginia 


The diagnosis of obstruction of the bowel is 
usually made without difficulty in late cases, but may 
The dehy- 
drated patient with abdominal distention, visible and 
palpable coils of bowel, nausea and vomiting and 
suffering severe abdominal cramps presents no prob- 
lem, but soon after onset it is frequently very hard 
to decide whether or not there is a real blockage of 
the bowel. In patients convalescent from a recent 
abdominal] operation, distention and abdominal pain 
may be due to a mechanical blockage of the bowel or 
to varying degrees of paralytic ileus and it is often 
difficult to differentiate them. 

There are many causes of obstruction of both the 
small and large bowel. External hernias are usually 
obvious but one must be careful to avoid missing 
a small strangulated femoral hernia in a fat female, 
particularly when they are elderly and object to a 
thorough physical examination. A single stout band 
of adhesion from a previous operation probably is the 
most frequent intra-abdominal cause of obstruction 


be very uncertain in the early stages. 


of the small bowel and the operation may have been 
Rarely congenital bands 
and internal hernias block the bowel. Mesenteric 
thrombosis may cause necrosis of the bowel and this 
prevents passage of its contents. Volvulus of a dis- 
tended loop may cause obstruction in both small and 
Diverticula inflamed and/or adherent 


done many years before. 


large bowel. 
may block any part of the intestinal tract, as may 
chronic nonspecific granulomas. 

In the lumen of small bowel foreign bodies such as 
a large gall stone, bezoars and solid objects swal- 
lowed may obstruct. In both small and large bowel 
tumors may constrict or close the lumen. A rare 
lesion that should be remembered is the small bowel 
polyp in children which may cause intussusception. 
This polyp is frequently familial, it is apt to bleed 
slowly so it should be thought of when a child pre- 
sents an obscure anaemia and a history of attacks 
of cramplike abdominal pain. All intestinal polyps 





*Read before the Association of Surgeons of the 
Southern Railway, at Birmingham, Alabama, on May 1, 
1953. 


are frequently multiple, so that, if one is found, we 
should search for others. Other forms of intussuscep- 
tion may involve either small or large bowel. 

The congenital abnormalities in the newborn must 
be omitted in this discussion. 

Complete obstruction of any part of the intestinal 
tract leads to early serious changes in the chemical 
constituents of the blood stream, and this in turn to 
marked disturbance of the body circulation. If not 
corrected, these changes cause a reduction in the blood 
volume, a lowering of blood pressure, and, if con- 
tinued, a state of shock impends or is established. 
This shock after a while becomes irreversible and 
death results. There has been much research on the 
question of a toxin in the intestinal tract which, being 
absorbed, causes these dire results. It seems now, 
however, in light of a better understanding of blood 
chemistry, that these changes rather than any poison 
is the cause of the circulatory deterioration. 

The loss of inorganic salts, proteins, and fluids 
from the blood stream results primarily from dis- 
turbance in the blood circulation in the bowel wall 
and, secondarily, by the loss of gastric contents 
through vomiting. ‘The first is the more important. 
Johnston has beautifully demonstrated the circula- 
tion in the wall of the bowel and has shown a marked 
diminution in this circulation as a result of mod- 
erate distention. With the increase of intraluminal 
pressure the thin walled and poorly protected veins 
are compressed or entirely closed so that an outpour- 
ing of the fluid, soluble elements and even cells of the 
blood occurs into the lumen of the bowel. (Fig. 1). 
This increases the intraluminal pressure and the 
vicious circle goes on to great distention, backing up 
of intestinal contents to the stomach and vomiting 
of foul material; untreated, this may lead to ne- 
crosis of the bowel and spontaneous rupture. The 
vomiting is, of course, important but the bulk of the 
vital fluid, salts and protein are lost from the cir- 
culation into the bowel before the vomiting occurs. 

It is, therefore, essential to diagnose bowel ob- 
struction early and to correct the chemical changes 
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in the blood stream and to remove the cause of the 
obstruction before the patient has deteriorated into 
a state of irreversible shock. 


Fig. 1.—This diagram illustrates changes in the circulation of 
the bowel wall—above normal bowel, below moderately dis- 
tended bowel. 


The picture of early obstruction is of the greatest 
interest because the late ones are usually obvious. In 
general, the higher in the tract the obstruction occurs 
the more violent are the early symptoms. This is 
best explained on a purely mechanical basis in that 
there is more room when the bowel is obstructed low 
down, for the large volume of bile, pancreatic and 
intestinal juices to accumulate before causing severe 
It should be remembered that 
abdominal pain is almost always caused by disten- 
tion of viscera rather than irritation of the visceral 
peritoneum. The patient then complains of intermit- 
tent cramp-like pains which result from increased 
tension as the waves of peristalsis move the bowel 
contents into the obstructed loops. A careful his- 
tory frequently suggests the location and character 
of the obstruction; the significant points in the his- 
tory are too well known to be repeated here. 


pain and vomiting. 


The abdomen should be thoroughly exposed for 
examination. 


Inspection may reveal an external 
hernia, general or partially localized distention, and 
even a distended loop of bowel in thin individuals. 
Palpation should begin in the groin and then extend 
carefully over the entire abdomen. Percussion should 
outline the liver usually excluding free air in the 
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cavity, the size of the stomach is suggested and the 
fluid or gaseous character of the distention. Aus- 
cultation is important in determining the character 
of the peristaltic sounds, hyperactivity is suggestive 
of blockage, and the high pitched tinkling note 
occurs most frequently in an obstructed loop. The 
physical examination should note the presence of 
scars not only on the abdomen but also on the chest 
wall because occasionally a small chest scar may 
lead to the diagnosis of a post-traumatic diaphrag- 
matic hernia as the cause of the obstruction. Pelvic 
examination in women and rectal examination on all 
patients should be made (Fig. 2). The rectal ex- 


Fig. 2.—Roentgenogram showing large calcified fibroid tumor; 
this caused the typical pattern of obstructed small bowel. 


amination may reveal a tumor. It will always give 
a good idea of the content or emptiness of this seg- 
ment of bowel. 


The general examination of the patient will give 
much useful information. The appearance of the 
skin and mucous membranes will give very positive 
evidence of the hydration of the patient, particularly 
the almost forgotten physical sign, the appearance of 
the tongue. 

The laboratory is an indispensable aid. The con- 
centration of the urine, presence or absence of al- 
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bumin and casts is suggestive of the renal function. 
The level in the blood of sodium chloride, urea or 
non-protein nitrogen, and CO, combining power may 
be a diagnostic aid because frequently the salt 
depletion and the nitrogen retention are noted very 
Further study of the sodium, potassium, cal- 
cium, chloride, albumin and globulin contents are 


early. 


helpful in treatment. 

The result of an ordinary enema when carefully 
observed, especially as to passage of gas, is an aid 
to diagnosis. 

Finally, x-ray examination of the abdomen is 
made. It is wise to empty the stomach before x-ray 
examination; we prefer the Levine tube as a rule 
though in some cases-a Miller-Abbott or Harris type 
of intestinal tube is used (Fig. 3). Barium in the 


Fig. 3.—This roentgenogram shows great distention of small 
bowel and an intestinal tube coiled in the stomach. 


usua] quantity should never be given by mouth; 
occasionally in doubtful cases which are not urgent 
a small amount of barium by mouth may aid the 
diagnosis. 
decubitus and upright positions much useful informa- 
tion is obtained. Even in early cases there is fre- 
quently conclusive evidence of obstruction, as indi- 
cated by a distended loop or loops of bowel and 


From the x-ray film taken in the dorsal 
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fluid levels on the upright film. There is usually 
good evidence as to whether the obstruction is in the 
large or small bowel and some indication of the level 
of the lesion. When the large bowel is involved 
a barium enema can usually be safely given; this 
definitely locates the obstruction and gives a good 
idea of how complete it is. The x-ray appearance 
of the abdomen in early cases is often not conclusive 
and it must be regarded as only one factor in reach- 
ing a diagnosis. 

We have now completed the diagnostic precedures 
and, having decided that obstruction is present, must 
decide whether or not it is complicated by strangu- 
lation of the bowel. In some cases this is not 
difficult; for instance, in recent postoperative pa- 
tients strangulation rarely occurs; these patients 
have been under observation of the surgeon and 
curative measures have probably been carried out 
from the first indications of trouble. Most lesions 
of the colon are simply obstructing; the exceptions 
are volvulus and intussusception. 

The ones that give the most serious concern are 
obstructions of the small bowel. I must confess that 
I lack confidence in my diagnostic acumen to dis- 
tinguish between simple obstruction and strangula- 
tion. Of course, great marked 
tenderness, fever, and leukocytosis indicate strangu- 
lation, but, unless the evidence is very strong, as 
indicated before, relative to recent postoperative dis- 
tention and colon tumors, it is safer to assume that 


pain, localized 


strangulation is also present. 

While the diagnostic procedures are under way, 
the restorative measures are begun. The stomach 
is emptied by suction, intravenous fluid is given 
usually 5% glucose in normal saline or Ringer’s 
solution, preparation made for transfusion of blood, 
pain relieved by proper parenteral medication, and 
any other genera] treatment that seems indicated is 
begun. If the blood sodium chloride level is very 
low it can be restored more promptly by hypertonic 
salt solutions up to 5%. 

We do not subscribe to long periods of preopera- 
tive preparation even when the patient is approach- 
ing the state of shock. It is obvious that all possible 
measures should be taken to restore the circulation 
that are consistent with the time available, but we 
must realize that bowel obstruction with or without 
strangulation initiates a vicious circle and is an 
emergency condition. 

Intestinal intubation will without doubt relieve 
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some nonstrangulation obstructions of the small 
bowel and we have seen a few patients saved by 
these tubes; on the other hand, our luck in passing 
them promptly into the intestine has not been good 
and repeated trips to the x-ray room to check their 
position are certainly not good for a seriously ill 
patient. 
fully selected patients. 

In almost all cases we believe that operation is 
Prolonged effort to restore 


We do not use them except in very care- 


the treatment of choice. 
a seriously ill obstructed patient is somewhat similar 
to efforts to restore one having severe intra-abdominal 
bleeding from trauma and I am sure that many of 
us have seen the former go into irreversible shock 
and the latter exsanguinated during the period of 
attempted resuscitation. 

The type of anaesthesia used depends on the exist- 
ing conditions. Local anaesthesia is ideal when 
adequate; it can be used for external hernia, enter- 
ostomy, cecostomy and colostomy when indicated. 
For lesions that require exploration, adequate ab- 
dominal incisions must be made and relaxation must 
be had by general or spinal anaesthesia. 

For strangulated inguinal and femoral hernia 
we use the abdominal approach described by La- 
Roque. 
ring and the opened sac, the bowel can more safely 
be reduced and when of dubious vitality it can be 
placed into the cavity where it will have a better 


Through the opening above the internal 


chance of restoration and can be brought back up for 
inspecticn. Lesions of the small bowel are dealt 
with as indicated. Again, we must consider the 
circulation in the of the 
obstruction. When it is good, as indicated by good 
color and active peristalsis, there is no problem. 
When it is greatly distended and has poor color it 
This maneuver will 


wall bowel above the 


should be emptied by suction. 
also greatly facilitate the exploration and correction 
of the lesion. We believe that this is a life saving 
measure in advanced cases by restoring the circula- 
tion and thereby the viability and the function of 
the bowel, particularly the muscles. The objections 
which have been made against this procedure are 
danger of soiling, trauma of handling the bowel and 
rapid absorption of toxic substance when the cir- 
culation is restored. None of them are valid. There 
is little or no soiling and if there is some spil’age 
it is of no consequence. All of us have seen gross 
insults to the peritoneum that caused no trouble. 


It is the continuous flow of infectious material that 
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causes peritonitis as from a ruptured viscus, and not 
one of immediate exposure. The trauma from han- 
dling the bowel is more than offset by its restoration 
when empty. We do not believe there is a toxin 
in the lumen but there may be an actual slough of 
mucous membrane and infection in the bowel wall; 
this can only be improved when the blood supply 
returns to normal. 

The use of suction is very simple; a loop of bowel 
is gently emptied by finger pressure and so con- 
trolled; clamps or other pressure devices should 
never be used because the bowel is in poor condition 
and may be destroyed by such pressure. A purse 
string suture is placed, the bowel opened and an 
ordinary sump-type suction tip inserted (Fig 4). 








Fig. 4.—The method of introducing the suction tip into the 
distended bowel and of threading the collapsed bowel. 


The suture is tightened around the tube and low 
As the bowel empties it 
In this manner we can 


pressure suction started. 

is threaded on to the tube. 
empty a foot of bowel for each inch of the suction 
tube. When it is full of other distended 
loops are gently lifted and their contents guided 


bowel 


toward the suction. 
the suction can be reversed to empty more loops 
and if the distention is extreme another opening 
When the bowel is so distended as 
it is wise to 


If necessary the direction of 


can be used. 
to need suction evacuation establish 
an enterostomy; this is done through the opening 
already made, usually by the Witzel method. It 
is interesting to note that this procedure was advo- 
cated by Nicolas Senn in the “Gay Nineties.” 

No rules can be made to guide the operator to 
the decision of the viability of a damaged loop 
of bowel. The color, the appearance of the mesen- 


teric vessels, the presence or absence of peristalsis, 
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the improvement or unchanged condition after re- 
lease, and the good judgment of the operator must 
lead to the decision. When there is doubt and the 
condition of the patient is reasonably good, it is 
safer to resect. We almost always do an end to 
end anastomosis with open suture, and even though 
the distention is moderate the content of the prox- 
imal bowel is removed by suction through the opened 
end. 

The cclon can present many problems. If the 
obstruction is not complete, spontaneous decompres- 
sion may result from rest, mild purgation and irri- 
gation. When the distention of the proximal colon 
is moderate yet not satisfactory for immediate suture, 
the obstructive type of operation described by Rankin 
and Graham can be used safely. If the obstructing 
lesion is in the right colon and the ileocecal valve 
competent so that there is slight distention of the 
ileum a complete resection with immediate ileccolos- 
tomy can be done. Again the proximal bowel is 
emptied by suction. In the presence of infection of 
the bowel with either tumor or diverticulitis, im- 
mediate anastomosis should never be done. We have 
found that such lesions usually occur in the sigmoid 
so that the colon is divided at the proper proximal 
level and brought through the abdominal wall as 
an inguinal colostomy. Depending on the degree 
of infection the lesion may be definitely removed 
and the dista] end closed or the lesion left in place 
and the distal bowel brought through the lower angle 
of the wound. At a later operation the anastomosis 
or resection is completed. 

When the obstruction is comp’ete and the disten- 
tion great, the bowel must be decompressed by 
proximal cecostomy or colcstomy according to the 
location of the obstructing lesion. 

Volvulus of a redundant, mobile, and dilated 
sigmoid colon may cause complete obstruction and 
strangulation of the bowel. In mild cases detorsion 
by enema and manipulation may be successful; if 
net, immediate resection and anastomosis may be 
done. In the more markedly dilated bowel detorsion 
by operation and deflation by rectal tube wil] relieve 
the immediate condition and resection can be done 
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later. When the bowel wall has been damaged by 
strangulation the dilated sigmoid should be resected 
by the obstructive type of operation or by making a 
colostomy of the proximal end and closing the distal 
end with later operation to reestablish continuity 
of the bowel. A series of such cases was reported 
by Bosher and Shelton from the Medical College 
of Virginia Hospital. 

During the diagnostic and operative periods the 
patient has received fluids with glucose and salts 
and measures have been taken to deflate the intes- 
tinal tract. Blood transfusion has probably also been 
These methods of therapy should be con- 
tinued. The amount of fluid given is usually about 


done. 


3,000 cc. in 24 hours; in elderly patients it is given 
cautiously and often the subcutaneous route is used 
instead of the intravenous. 
that a quart of urine excreted a day indicates ade- 


The old-fashioned idea 


quate hydration is a sound one, and can usually 
be safely followed. Blood chemistries are checked, 
as indicated, and the proper salts added to the fluid. 
We rarely use the aminoacid products intravenously 
and prefer whole blood to pooled plasma. 
to stimulate peristalsis we frequently give two ounces 


In order 


of castor oi] through the stomach tube and repeat it 
every 12 hours until the bowels move. 
resections a rectal tube is inserted to a point above 
the anastomosis and irrigated frequently. 
bat the infection in the wall of the damaged bowel 


In low colon 
To com- 


penicillin and streptomycin are given intramuscu- 
larly. The stomach tube and the rectal tube are 
removed as soon as there is passage of gas and some 
feces by rectum provided the abdomen is not dis- 
tended; this is usually on the second or third post- 
operative day. Liquids and very soft foods are 
then given, and the amount and character of the 
food is increased as rapidly as tolerated. 

The whole treatment of intestinal obstruction can 
be summarized in three principles: 
Restoration of the fluid and 
of the patient, removal of the cause of the obstruc- 

tion, and deflation of the intestina] tract. 


chemical balance 


805 West Franklin Street. 
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THE SURGICAL TREATMENT OF INGUINAL HERNIA IN 
INFANCY AND CHILDHOOD—CHANGING CONCEPTS* 


CuHares E. Davis, Jr., M.D., F.A.C.S., 
Norfolk, Virginia 


A number of misconceptions have retarded the 
general pediatric and surgical acceptance of the 
highly logical procedure of early repair of inguinal 
hernia in infancy and childhood. Not only has 
there been the major fallacy of advising delay in 
instituting corrective therapy, but the equally grave 
one of the surgeon, when operation is done, em- 
ploying the same traumatic, rough and unnecessarily 
radical techniques used in adult hernioplasty. As 
Potts® has so aptly stated, “Herniorrhaphy in in- 
fants as compared to that in adults is similar to the 
difference in repairing a Swiss watch and a Big Ben 
alarm clock!” Among the many objections to 
prompt surgical intervention that have been advanced 
are the following: 

1. Inability of infants to withstand surgery and 

anesthesia. This particular objection has cer- 
tainly been eliminated by the proven ability 
of children to successfully undergo extensive 
surgical procedures, such as that employed on 
congenital] cardiac abnormalities, esophageal 
atresia, intestinal atresia, and many other mas- 
sive operations. 
2. Delicacy and minuteness of infantile struc- 
tures. If one were to use this as an argument 
against surgery, then certainly by the same 
token, many ophthalmic and _ neurosurgical 
operations would be eliminated. 
The misconception that most inguinal hernias 


w 


will either spontaneously or can be made to 
permanently The 
truss may per necessity have to be used in 


disappear. time-henored 
patients where operation is definitely contrain- 
dicated, but in general it is highly unsatisfac- 
tory to both parent and physician, and gives, 
likewise, a false sense of security. 

4. Fear of serious, harmful, postoperative influ- 
ences on the reproductive system, such as testi- 

With 
proper gentle, non-traumatic techniques fear 
of this is relatively groundless. 

5. Fear of recurrence. 


cular atrophy and cord compression. 


Both from a theoretical 





*Read in part before the Medical Society of Virginia, 
at Virginia Beach, October, 1951. 


and practical viewpoint, the chance of recur- 
rence is probably lowest in infancy and child- 
hood than an any other age. The majority 
of cases presented in this series is of too short 
duration to draw any conclusive statistics as 
to the incidence of recurrence. Reported groups 
of cases, however, by other authors show that 
the chance of recurrence, provided the sac is 
completely removed, is negligible.4® This, of 
course, results from the fact that there is no 
definite weakness of the parietes, but rather 
that the abnormality consists only of a con- 
genital sac whose removal cures the hernia 
henceforth.225 
6. Undue alarm that the wounds will suppurate 
because of urinary and fecal contamination, 
particularly in the smaller infants. This has 
been greatly exaggerated and with proper care 
a major wound complication rarely occurs. The 
routine employment of some antibiotic also in 
recent years has lessened the possibility of 
of 100 
cases presented, there was not a single case of 


wound suppuration. In the series 
significant wound infection. 
The case for early operation is a very strong one: 

1. It nullifies the anxiety resulting from sudden 

alarming incarceration. 

2. The procedure is withstood better; is much 
simpler; the postoperative course is smoother; 
the hospital stay shorter; and the results better 
than in any other age group. 

3. The very important factor of destroying or 
older child 


mental complex and emotiona] disturbance as- 


preventing serious parent and 
sociated with the known genital and poten- 
tially dangerous defect is immediately elimi- 
nated. 

4. The attendant evils associated with the wear- 
ing of a truss, namely, filth, ulceration, re- 
peated rash, possible testicular atrophy, and 


failure to retain the hernia, are ended. 


ETIOLOGY 
This is so well known as to make discussion seem 
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superfluous, but, nevertheless, many doctors are un- 
aware of the numerous variations that may occur. 
The relationship between hydrocele (and they are 
frequently diagnosed in children) and hernia has 
been well established as being a coexistent one. 
Coles! has raised the question that pure hydroceles 
in which there is actual elaboration of fluid from 
a lining membrane, never occurs in children, and 
that the hydrocele fluid is always the result of the 
hernial communication with the peritoneal cavity. 
Furthermore, he states that the “hydrocele” is cured 
invariably by simple ligation of the hernia sac. He 
feels, as do most pediatric surgeons, that there is 
invariably a small opening often unrecognized which 
allows peritoneal fluid to seep through into the 
lowermost recesses of the tunica vagina'is. Cer- 
tainly, Larsen,* Potts,® and cthers*® have emphasized 
repeatedly the invariable finding of hernia with 
alleged hydrocele. In the present series of 100 cases, 
approximately 25 were seen with the initial complaint 
of hydrocele, and in every case a hernia was found 
in conjunction with the “hydrocele” of the tunica 
vaginalis. 
DIAGNOsIS 

The presence of a hernia or ‘“hydrocele’”’, or the 
history from reliable parents of a transient recurrent 
groin mass, often associated with pain, is usually 
sufficient for the diagnosis. If incarcerated, the 
In the non-incarcer- 
ated hernia, one is often unable to demonstrate the 


diagnosis naturally is obvious. 


actual hernia sac and must rely upon the parent’s 
or pediatrician’s story, plus the fact, as Ladd and 
Gross* have pointed out, that the involved side 
usually shows thickening of the cord at the pubic 
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spine on palpation. A large ring alone in the ab- 
sence of history or findings or hernia is not necessarily 
indicative of that diagnosis. 


TREATMENT 


In the absence of commanding contraindications, 
elective herniorrhaphy is advised on all infants and 
children with inguinal hernia regardless of age. If 
incarcerated, only the gentlest manipulation is at- 
tempted and immediate surgery is carried out if 
judicious taxis fails very promptly to reduce the 
intestine. Certainly, manipulation, if any, must be 
extremely delicate. In the event that reduction 
occurs at this time, operation is elected for the near 
future unless the bowel has been protruded for a 
long period of time. In this instance it is probably 
better to proceed with immediate herniorrhaphy de- 
spite the disappearance of the incarceration. 


PREOPERATIVE CONSIDERATIONS 

The child enters the hospital the afternoon before 
surgery, and undergoes the usual standard routine 
preoperative workup. If there is any suggestion of 
an upper respiratory infection, of a rash or irrita- 
tion in the area of incision, or any temperature 
elevation, the procedure is postponed until a later 
date. The child is given an appropriate dose of 
atropine, one hour preoperatively. 


OPERATION 


The anesthetic is always open drop ether. In an 
o'der child an induction with Vinethene is permis- 
sible and makes the 


pleasant for the child. 


anesthetic somewhat more 
A minor point, but ‘one that 


will occasionally prevent scrctal and labial burns, 


M. EXT. 1QUE INCISED 


BE INCISION 


The short transverse incision made in the distal flexion crease of the abdomen used in 


infants is demonstrated, as well as the longer oblique one reserved for the older child. On 
the right, the incision through the aponeurosis of the external oblique with preservation of 


the external ring is shown. 
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is the use of non-irritating antiseptics in preparing 
the operative field. 
age, the most satisfactory approach has been found 


In children under two years of 


to be a short one to one and one-half inch incision 
in the flexion crease located over the lower abdomen 
(Fig. I). 


exposure and postoperatively is most gratifying, par- 


This transverse incision gives excellent 


ticularly to the parents because of the minimal 
amount of scar and lessened tendency to keloid 
formation. For the older child in whom the supra- 
pubic fat pad has well disappeared, the standard 
oblique incision running from the pubic spine up- 
ward for several inches is employed. It is possible 
in most cases to incise the aponeurosis of the ex- 
ternal oblique muscle and to consummate the opera- 
tion quite satisfactorily, without opening the external 
ring, as has been emphasized by Potts® (Fig. I). 
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identified. The sac, which is of variable size, is 
picked up usually on the antero-mesial aspect of the 
cord, gently stripped of cremasteric fibers, and open- 
ed (Fig. II). 
cord elements are quite intimately associated with 


At this point it is obvious that the 


the sac wall, rendering dissection often times dif- 
ficult and hazardous. In the more adherent cases 
it may greatly facilitate the procedure by infiltrating 
saline beneath the serosa, as shown in the accom- 
panying illustration? (Fig. III). After transection 
of the sac, the upper end is ligated with silk or 
minute catgut and allowed to retract. At no time is 
the cord elevated and handling of this structure is 
reduced to a minimum. The lower end of the sac 
may be completely, and usually is, ignored, or, if 
it strips up easily, removed. In those cases in which 


there is a definite extension simulating a true hy- 


M. INTERNAL OBLIQUE 





. EXT. OBLIQUE 


Sony) . 
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Fig. I1.—In this drawing the usual position of the sac on the antero-mesial aspect of the cord 


is shown. 
ring has still been preserved. 


One of the objectionable features in herniorrhaphy 
in children in the past has been the fact that in the 
reconstruction of the external ring undue constriction 
resultant testicular 


on the cord was made with 


atrophy. In massive hernias, or in those associated 
with a large collection of fluid in the tunica vaginalis, 
or in incarcerated hernias, it may be necessary to 
This should be done quite carefully 
The nerve 


open the ring. 
and the ilio-inguinal nerve preserved. 
is quite minute in infants and must be carefully 


The small ilio-inguinal nerve has been reflected medially and the external inguinal 


drocele, only the redundant portions are excised, the 
The so-called Bottle 
It is important to ligate 


remainder being left in situ. 
operation is never done. 
all active bleeders no matter how small they may 
seem in an attempt to eliminate the postoperative 
A few 
silk sutures are placed which approximate the con- 


complication of hematoma of the scrotum. 


joined muscle and the shelving edge of the inguinal 
ligament, although I am not at al] sure that these 


are necessary (Fig. IV). The British omit this step, 
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Fig. III.—This demonstrates the maneuver which is occasionally helpful in elevating the delicate 
gerosa from the cord structure by infiltration of saline beneath the peritoneum to facilitate 
development of the sac. The upper end will subsequently be ligated and allowed to retract, 
and the lower portion of the sac will be ignored. : 





| 
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Fig. IV.—The sac has been eliminated and several fine silk sutures have been placed to approxi- 
mate the conjoined muscle to the shelving edge of the inguinal ligament. Many surgeons 
omit this step. 


and their results are excellent. The aponeurosis is attached, extremely fine, cutting-edge needle. This 
then closed with interrupted fine silk and the same _ eliminates the trying procedure, both to the surgeon 
material is used for the skin. In recent years, I and the child, of suture removal later. An occlusive 
have been employing a subcuticular stitch to approx- collodion dressing is applied directly to the wound 


imate the skin, using minute eye catgut with an anda standard dressing, using narrow adhesive strips 
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placed on top of this. The latter is removed at the 
discretion of the nurse, in case it becomes saturated 
with urine or contaminated with feces. The average 
operating time for each hernia is approximately 
fifteen to twenty minutes. The question of bilateral 
simultaneous herniorrhaphy has often been raised. 
In adults, particularly older ones, it may, under cer- 
tain circumstances, be felt inadvisable to repair two 
large hernias at the same time for fear of weakening 
one or both of the hernioplasties. In children, this ob- 
jection would seem to be invalid because the patho- 
logical factor is that of congenital sac and nct of 
parietal] weakness. In view of this, if the child is 
in good condition and withstands the first side with- 
out untoward complication, the contralateral hernia 
is then repaired without any hesitation. There is no 
field in surgery in which gentle technique, adequate 
hemostasis, the use of extremely small suture mate- 
rial, and diligent respect for tissue, pays off higher 
dividends than in pediatric surgery in general and 
in hernia surgery in particular. In the incarcerated 
hernia, after the bowel has been carefully inspected 
and reduced, the same basic technique is carried 
out. It is apt to be somewhat more difficult because 
of associated edema. 


POSTOPERATIVE CARE 

No restraints whatsoever are placed on the child’s 
physical activities following surgery. He is al- 
lowed to resume his normal pediatric feedings as 
soon as they are tolerated. A mild sedative to con- 
trol restlessness if this is exorbitant, is used, al- 
though most patients require none. The outer dress- 
ing is changed according to necessity, and the nurses 
are instructed to keep the infant as clean as possible. 
One of the longer acting varieties of Penicillin is 
usually given daily during the period of hospitaliza- 
tion. The patient is allowed to go home after the 
second postoperative day. The sutures are removed 
in the office, in those instances in which non-ab- 
sorbable ones have been used, on approximately the 
fifth or sixth day. The parents are always instructed 
before operation that there will be some transient 
swelling of the scrotum on the involved side. This 
is usually minimal and clears up within the first 
few weeks postoperatively. 


STATISTICS 
100 consecutive infant and child inguina] hernias 
involving 95 patients have been reviewed. The 
youngest child in the series was one week of age and 
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the oldest was twelve years. Four simultaneous bi- 
lateral herniorrhaphies were done. One child re- 
turned nine months after right-sided herniorrhaphy 
with a sac on the left side which was subsequently 
repaired. 94% of the herniorrhaphies were in male 
children which corresponds very closely with other 
reported series. 75% of the inguinal hernias re- 
paired were on the right, and there were two asso- 
ciated femoral hernias, both of these occurring in 
female infants. In five of the female children 
operated on for hernia, there were sliding components 
involving the tubes and ovaries. A most significant 
fact, and one which has been reported by other 
authors, is that 25% of the hernias were operated 
upon in the face of incarceration. This is a strong 
point for early surgical intervention. Resection was 
necessitated in only one case, this being a three weeks 
old female, and demonstrates the relative infrequency 
of strangulating obstructions requiring resection in 
children. One factor of extreme importance is that 
55% of the incarcerated hernias, as will be seen by 
the accompanying graph, were in infants under four 
vears of age. (Fig. V). 44% were under the age of 
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Fig. V.—This graph shows the extremely high incidence of in- 
carceration occurring in inguinal hernias in the first few 
months of life, and corresponds closely with other reported 
series. It demonstrates conclusively the importance of early 

operation from the viewpoint of possible incarceration alone. 








three months. No attempt was made to investigate 
the incidence of recurrence because of the relatively 
short follow-up period involved in most of them. 
From the literature, it is quite obvious that recur- 
rence is extremely rare and never occurs if the sac 
is completely eliminated. There was no mortality 
and no significant wound infection. No known post- 
operative testicular atrophy has occurred. There 
have been several] transient scrotal hematomas, but 
these have disappeared within a short period. 


CONCLUSIONS 
In conclusion, it would be well to reiterate that 
the salient features of the inguinal hernia problem 
in children involves two major concepts: 

1. These children should be operated upon when 
the diagnosis is made, providing there is no 
commanding contraindication to surgery. It 
is no longer tenable to advise procrastination 

Both the im- 
mediate and late results are excellent. 


and delay in instituting repair. 


2. At the time of operation one should employ a 
gentle technique, the cord should be trauma- 
tized as little as possible, fine suture material 
should be used, and as litt!e dissection as pos- 
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Adult type hernioplasty 
abandoned under these circum- 


series of 100 cases has been 
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A SIMPLE PROCEDURE, USEFUL IN THE DIAGNOSIS 
AND TREATMENT OF DISEASES OF THE CHEST* 


BastL B. Jones, M.D., 


Richmond, Virginia 


The need for a simple procedure to dislodge secre- 
tions in the bronchial tubes and to facilitate their 
removal was brought to my attention in 1928. The 
specific problem which made me aware of this need 
was the diagnosis, with the aid of the X-ray, of two 
cases of massive atelectasis in children who had had 
no recent operation. The ate’ectasis followed a bad 
accident in one case, and the other was an apparent 
pneumonia after measles. The recognition of ate- 
lectasis in childhood under such circumstances at that 
time was a new experience for me, and it stimulated 
me to further study and later to make a written 
report.! Fortunately, several very enlightening studies 
had recently been published. Such papers as those 
by Coryllos and Birnbaum,’ Coryllos,? Mastics, Spitt- 
ler and McNamee,‘ Henderson,° Scott,® and others, 
left little doubt that bronchial blockage, usuaily by 
muco-purulent secretions, was the essential factor in 
the etiology of atelectasis and post-operative pneu- 
monia. The roles played by such contributing factors 
as posture, restraint, anesthetics, sedatives, shock, 
toxemia, pain, unconsciousness, etc., in hindering the 
expulsion of respiratory tract secretions then became 
obvious. With this understanding there also came 
the demand to devise preventive and therapeutic 
measures to take advantage of this new knowledge. 
Since these problems were recognized in the surgical 
field, the discomfort incident to a radical change in 
established treatment and in orthodox thinking fell 
primarily on the surgeon. Changes in sedation, an- 
esthetics, and in post-operative care, such as carbon- 
dioxide inhalation, changing position, early ambula- 
tion, bronchoscopic suction and even beating on the 
chest, were devised and used with advantage. The 
medical men, including the pediatricans, apparently 
accepted the explanation for atelectasis and post-op- 
erative pneumonia at face value, but also apparently 
continued to consider these conditions as respiratory 
complications of surgery and not related etiologically 
to the commonly accepted types of respiratory infec- 
tions. These infections generally were described in 
the text-books of medicine with divergent but aca- 
demic opinions as to the role that might be played 
by bronchial blockage. Holt and Howland, in their 





*Read at the meeting of the Virginia Pediatric Society 
in Williamsburg, March 6, 1953. 





text-book of Pediatrics’ (1919), while discussing 
broncho-pneumonia, said: ‘Much has been said in 
the past about pulmonary collapse from obstruction 
of the small bronchi, as a condition antecedent to this 
form of pulmonary inflammation. So far as our 
observations go (post mortem), there has been ad- 
duced but little, if any, evidence that this is the rule, 
or, indeed, that it often occurs.” There certainly 
was no rush to change the prevailing, conservative 
and symptomatic medical treatment after the path- 
ogenesis of atelectasis had been widely publicized. 
Actually, many of the therapeutic measures then in 
common use were of dubious value, and some of 
them, e.g., the insistence on quiet, and the use of 
sedatives strong enough to allay pain and cough, 
were obviously not logical if bronchia] blockage oc- 
curred frequently. After finding the two cases of 
atelectasis in my practice, and after studying the then 
recent literature pertaining to that condition, I came 
to the conclusion that bronchial blockage of varying 
degree and duration might be an important factor 
in many pulmonary infections, and that, if this were 
true, a re-appraisal of treatment was in order. With 
this thought in mind, I decided to try a simple va- 
riation of two instinctive procedures, which consisted 
of a heavy bi-manual percussion over the affected 
area of the chest, to be followed by a cough, induced 
if necessary by means of a tongue depressor, to see 
what would happen. I figured that this combination 
would first dislodge the obstructing secretions and 
then expel them from the bronchi. I began to use 
this procedure almost routinely about twenty-five 
years ago and have continued to use it with increasing 


, Satisfaction ever since. The purpose of this paper 


is to describe this procedure, and to tell how it has 
helped in treatment, in diagnosis, and in visualizing 
conjecturally the disturbance of physiology in the 
individual case. 

A brief consideration of the anatomy and physi- 
ology of the chest and its viscera should serve our 
purpose here. The fairly rigid chest wall is elevated 
by the muscles attached to it, the intercostal spaces 
are widened and the diaphragm is contracted during 
inspiration. These changes tend to enlarge the chest 
and to increase the negative pressure in the pleural 
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cavity. The negative pressure in turn pulls air 
through the tubes and into the lungs. Expiration 
depends on both the relaxation of the inspiratory 
group of muscles, including the diaphragm, and on 
the contraction of the abdominal muscles, internal 
intercostals, etc., plus the elasticity of the lungs. The 
lung itself structurally resembles a bunch of grapes, 
the bronchial tubes corresponding to the stems and 
the alveoli to the grapes. In the walls of the alveoli 
are the capillaries where the interchange of gases 
between the air in the alveoli and the blood occurs. 
If any bronchus is completely obstructed, the air in 
the alveoli supplied by that bronchus is absorbed 
the oxygen, about 20%, going first, then the car- 





bon dioxide, nitrogen, etc., at a slower rate. The ab- 
sorption of these gases produces a partial vacuum in 
the affected area, and this dilates the local capillaries 
and pulls on the secretions in the bronchus and on 
the surrounding structures. The pain which results 
causes a voluntary suppression of coughing and in- 
terferes with sleep. The suction from the negative 
pressure, and the dilated capillaries also, favor a 
more rapid absorption of toxins and bacteria if the 
block is caused by infection and exudate, and this 
increases the fever. This same suction also might 
play a determining role in the progression of the 
infection by drawing infectious material deeper into 
that part of the lung dependent on the blocked 
bronchus. 


If the bronchus is not completely blocked, the 
lung tissue dependent on the partially blocked 
bronchus tends to distend. This occurs because the 
inspiratory efforts are more effective than the ex- 
piratory in getting air past a valve-like obstruction. 
The trapped air probably loses most of its oxygen 
and increases its percentages of carbon dioxide and 
nitrogen. ‘Toxin absorption probably is impeded in 
such areas, because the distention in the affected lung 
compresses the capillaries, and this may account in 
part for the lack of fever, which is often found when 
this type of pathology predominates. 


Before mentioning specific diseases or conditions 
whose diagnosis is facilitated by heavy percussion 
and cough, I think I can state definitely, from twen- 
ty-five years of experience, that, when any air is 
left in the lung tissue dependent on a bronchus 
blocked by secretions, heavy percussion over that 
area, which produces a rapid alternation between 
negative and positive pressure, generally will dislodge 
the obstruction and facilitate the entrance of air to 
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the collapsed lung area. Furthermore, I can say that 
I have never seen any injury result from this simple 
operation. Once the obstruction is moved, even slight- 
ly, air may begin to slip by, and this can be detected 
by changes in the physical findings. If the affected area 
is dull from exudate in the alveoli, a clearer bronchial 
note may be detected after the heavy percussion, but 
no startling change to diagnostic percussion will 
be noted. If the originally dull area becomes more 
resonant, rales appear or become coarser and the 
cough becomes productive, an atelectatic component 
can be surmised. If atelectasis without pneumonia is 
present, the abnormal chest findings may clear almost 
completely in a few minutes, with nearly instan- 
taneous relief of pain when air enters the collapsed 
lung, the resumption of an effective cough, and a 
rapid fall in temperature, if fever had been present. 
If pathology is present and no change results from 
the heavy percussion and cough, a more serious type 
of trouble is suggested, such as pleural involvement, 
tuberculosis, complete lobar consolidation, a drowned 
lung from a foreign body, lung abscess, etc., and fur- 
ther study is indicated. 


When the bronchus is not completely blocked, air 
can be sucked in, but unless expiration is normally 
effective, some of that air will be trapped and will 
distend the involved alveoli. The resulting emphy- 
sema can be detected clinically by a hyper-resonance 
to percussion, which extends beyond the normal 
borders of the lungs. Associated with this extended 
hyper-resonance are diminished breath sounds and, 
Bronchial asthma can be 
Heavy 


generally, wheezy rales. 
considered the prototype of such pathology. 
percussion over emphysematous areas usually pushes 
out most of the air from the affected lung tissue and 
flattens that area. Subsequent diagnostic percussion 
then reveals a slight dullness in place of the hyper- 
resonance and a shrinkage of up to two or three inches 
of the affected lung; and auscultation reveals louder 
breath sounds and much more easily heard rales. 
While the lung is being pumped up again, and this 
usually occurs within a minute or more, depending 
on the size of the obstruction, the character of the 
rales and their location in the respiratory cycle can 
be noted. Opportunity also is afforded to find areas 
of dullness near the lung roots or extending out from 
the mediastinum which previously might have been 
hidden by the distended lung, e.g., certain cases with 
the primary complex of tuberculosis where there is 
narrowing of a bronchus by an enlarged lymph node, 
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a more accurate determination of the cardiac area of 
dullness, etc. 
suggested by finding one or more areas of emphysema, 
with slightly diminished breath sounds, and slightly 
wheezy rales which are heard more distinctly after 


Early virus, or atypical, pneumonia is 


heavy percussion. These rales do not clear with 
Slightly later involvement with the same 


disease generally will be revealed by finding small 


cough. 


patches of dullness and fine rales near the lung roots 
which do not clear after heavy percussion and cough 
but rather appear to be more easily discerned. 

A foreign body which obstructs a bronchus may 
be associated with edema and muco-purulent secre- 
tions which intermittently occlude bronchi nearer the 
lung, root and produce partial atelectasis, diminished 
The 


heavy percussion and induced cough may dislodge 


breath sounds, impaired resonance and rales. 


these secretions, relieve the partial atelectasis above 
the foreign body and so permit the detection of a 
sharply demarcated triangular area of flatness and 
With the help 
of such findings, I recently diagnosed a foreign body 


markedly diminished breath sounds. 


in the bronchus of a six-year old child who, when 
first seen, had been coughing for six weeks and who 
denied that she had ever aspirated any foreign mate- 
rial. The roentgenologist and a consultant preferred 
the diagnosis of pneumonia and the postponement of 
bronchoscopic examination. The condition in her 
lung failed completely to respond to medical treat- 
ment for pneumonia, and tuberculin tests were neg- 
ative. Bronchoscopic suction removed small pieces 
of charred tobacco and purulent material. The same 
kind of physical findings on a smaller scale later 
called for a second bronchoscopic suction, which 
produced some more tobacco particles and greatly 
improved the condition of her lung. 

The chief role of heavy percussion and induced 
cough for treatment obviously is to dislodge secre- 
tions which are blocking the bronchi and to get these 
secretions out of the tubes when the patient’s own 
efforts have not been effective because of pain, tox- 
emia, posture, drowziness, etc. Under these cir- 
cumstances, the improvement which results is often 


For conditions such as asthma and 


quite obvious. 
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early virus pneumonia, where the partial obstruction 
is largely due to pathology which narrows the lumen 
of the bronchus, stale air in the emphysematous lung 
usually can be pushed out easily by heavy percussion 
but any relief from the change of air is temporary. 
Nevertheless, I have treated children, ill with asthma, 
who demanded the repetition of the heavy percussion 
for most of the night, apparently because they ob- 
tained some much needed relief. 


SUMMARY AND CONCLUSION 

A simple and safe procedure, namely, heavy bi- 
manual percussion of the chest and induced cough, 
which has been used for the past twenty-five years, 
has been described. 

The pathogenesis of atelectasis and of emphysema 
and the changes which result from these conditions 
have been reviewed because they furnish the rationale 
for this procedure. 

For the patient, the changes which often result 
from heavy percussion of the chest and induced 
cough may be of definite benefit as treatment. For the 
physician, either the change or lack of change in 
physical findings provide additional help in diag- 
nosis. 
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AN OPERATIVE PROCEDURE FOR CORRECTION OF THE 
UNSHAPELY DETRACTIVE NOSE 


Wa. LAawrENCE GATEWoop, M.D.,* 
Richmond, Virginia 


It can be said without over-statement that the cor- 
rection of the disfigured nose can change for the better 
the entire life situation of the individual. 


Today, people know too much about the wounds 
of social suffering to ignore the mental anguish that 
is frequently precipitated by a detractive nose. Those 
who are afflicted with an unsightly appearance, such 
as an unshapely nose will so often give, are always 
conscious of the handicap, and they possess a deep 
and genuine desire to have something done about it. 


Unfortunately, because of the lack of proper in- 
terest on the part of the medical profession, these 
patients too often do not receive the sympathetic ad- 
vice that they are entitled to, and they continue 
through life suffering the social and economic dis- 
advantages which deprive them of a full and useful 
existence. 

For those who are mentally alert, the task of living 
with the deformity is most difficult, and in many 
cases the psychological adjustment is not possible, 
due to a consciousness of the disfigurement. 


These people have a right to expect that something 
can be done to improve their lot in life, and they 
should not be discouraged in their search for a means 
of bettering their outlook. 


It would be a study in buoyancy if the medical pro- 
fession as a whole could witness the activities of these 
patients subsequent to the correction of their dis- 
figured noses. Almost without exception the patient 
promptly becomes able to cope with all the normal 
currents of his existence. So to speak, they take a 
new lease on life. 


After careful examination of the external nose and 
the determination of the presence or absence of any 
complicating features within the nose, the surgeon 
should be able to impart to the patient a fairly sat- 
isfactory conception of what changes he deems nec- 
essary to effect the required correction. He should 
take into consideration the preconceived ideas of the 





*From the Department of Fractures and Plastic Surgery 
of the Nose, Richmond Eye Hospital, Richmond Ear, Nose 
and Throat Hospital. 


patient and explain to him in simple terms the pres- 
ence of any anatomic or functional abnormality 
which exists. 


Most intelligent patients can be made to under- 
stand that each case presents a particular problem, 
and that the surgeon must be guided by his own 
judgment and by any limitations which may exist on 
account of anatomic abnormalities. There are some 
patients, however, who make unreasonable demands, 


which in the opinion of the operating surgeon can- 


not be met, and such patients should not be en- 
couraged to have the operation. In other words, 
when the doctor and the patient cannot agree on 
common ground and the patient made to understand 
that there are possibilities for improvement, but limi- 
tations to perfection, that patient should be tactfu'ly 


advised not to undergo the operation. 


Before undertaking this type of surgery one should 
exercise every care in the recognition and elimination 
of all skin lesions, such as rhinophyma and its pre- 
cursor acne rosacea, lupus, etc., if a satisfactory 
result is to be anticipated. The surgeon should also 
be on the alert for those patients whose nasal skin 
presents large pores filled with sebaceous matter and 
conditions and 


those that have minor acneiform 


telangiectasis. 

Corrective rhinoplasty essentially involves the re- 
shaping of the osteocartilaginous structures of the 
This permits the over-lying skin previously 
undermined to adjust itself and to re-attach to the 
remodeled framework beneath. 


nose. 


Large-pored skin is 
less easily adjusted because of its excessive thickness. 
and therefore does not accommodate itself smoothly 
to the reconstructed bone and cartilage which lies 
beneath. Patients with skin lesions of any descrip- 
tion should receive proper pre-operative care to pre- 
clude the possibility of post-operative infection. 
The operation herewith described is one in which 
the writer features the chisel] as a substitute for the 
saw, and, in so doing, conserves time and effort and 
reduces to a minimum some of the problems not too 
infrequently encountered in doing this type of sur- 


gery. The technic presented is not difficult of ac- 
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complishment, and the results are usually satisfying 
to both the patient and the surgeon. 

Only a brief outline of text is necessary to make 
clear the fundamentals of the operative procedure, as 
the accompanying i'lustrations should adequately 
serve to clarify the technic described. 


OPERATION 


The nostril is retracted and an incision is made 
in the aponeurosis situated between the superior and 
inferior lateral cartilages. The incision is extended 
inward, forward and downward, dividing the car- 
tilaginous septum from the columella (Fig. I). A 
small curved Mayo scissors is introduced in the mid 
portion of that part of the incision which divides 
the superior and inferior lateral cartilages, and with 
this instrument the over-lying skin is detached from 
the under-lying cartilages. This will facilitate mo- 
bilization of the tip region (Fig. 2). After having 
elevated the perichondrium and periosteum in the 
lateral and dorsal regions, the convexity of the dor- 
sum is excised with a chisel. This reduces the 
height of the bridge (Fig. 3). To shorten the nose 
the elongated nasal septum is trimmed at its lower 
border with scissors or a knife, and the excess nasal 
spine, when present, is eliminated with a chisel (Fig. 
4). The superior lateral cartilage is severed from 
the nasal septum and a segment of the cartilage, tri- 
angular in shape, is removed to permit narrowing 
and slight shortening of the nose in this region 
(Fig. 5). 


Using scissors, the inferior lateral cartilage is 


made smaller and shaped to reduce the size of the 
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tip (Fig. 6). A strong chisel is placed in the ves- 
tibule of the nose lateral to the floor where the chisel 
is made to engage the nasal process of the maxilla. 
From this position the chisel is driven to the naso- 


Fig.5 








Baie Na cath 


frontal suture line. ‘This severs the bone at the 





nasofacial angle. ‘The external nasal walls can now 








be pressed medially, and this maneuver will result 
in a narrower nose at its base (Fig. 7). A splint 
is applied to immobilize the reconstructed parts (Fig. certain that each reconstructed part is surgically and 
8). artistically good before applying the cast for the 


a ay ee ee Se eR ao purpose of immobilizing the reassembled structures. 
e oO 1e€ O e tec 1c e s F yoives 





mainly one side of the nose. Obviously, it is nec- The accompanying photographs show how pro- 
essary to repeat this same technic on the companion nounced can be the improvement in appearance of 
side, Meticulous care should be observed to make _ the entire face following this type of surgery. 


Aucust, 1953 


Photograph A. 
shapely nose. 
disfigurement which is entirely due to the malformed 
nose. Note the good appearance of other features of 
face. 


Profile view showing large un- 
This is a common type of facial 


Photograph B. The heavy coarse appearance of 
all the features of the face shown in preoperative 
view (photograph A) and due entirely to the dis- 
figured nose, no longer exists following the correc- 


tion. 


VircintiA MepIcaAL MontTHLY 


Photograph C. Showing full view of same pa- 


tient. Note the wide spread and excessive length of 
nose and how it detracts from the other good features 


of the face. 


Photograph D. The nose in this postoperative view 


is in harmony with the remaining features. Compare 


this with photograph C and witness the more youth- 


ful and alert expression. 
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CANCER DETECTION* 


Georce Z. WiLiiaMs, M.D., 
Department of Oncology, 
Medical College of Virginia, 
Richmond, Virginia 


The majority of patients seeking medical attention 
suffer minor illnesses which are self-limited or may 
be readily cured or corrected. Public Health, health 
education, chemotherapeutic drugs and antibiotics 
have all but eliminated many formerly serious in- 
fections and hazards of surgery and accidental in- 
jury. Medicine has thus remarkably reduced the 
suffering, disability and death frem many diseases 
and enabled a great many more people to live past 
45 years. In our nation alone, the population of 
45 and older has tripled in the past fifty years and 
is rapidly growing. Whether we like it or not, em- 
phasis in medical practice has been forced from the 
infections of the young to the infirmities of the old. 
Cardiovascular degenerations and cancer not only 
lead the causes of death today, but are rapidly gain- 
ing in importance. In spite of great strides forward 
in cancer research, the practice of cancer medicine 
lags far behind, and so it maims, debilitates, and 
kills largely due to its insidious onset, silent early 
phase of growth, and late diagnosis. Cancer is 
chronic, causes prolonged suffering and is ruthless 
in its course. Cancer is very expensive. 

There is an alarming increase in occurrence of 
cancer which is absolute, over and above all that is 
accounted for by better diagnosis and increasing older 
population. Cancer of the lung has tripled in oc- 
currence during the last several decades. The bio- 
statisticians calculate that if we all live to reach 125 
years, each will be victim of some type of cancer: 

Although rare in childhood, cancer kills more 
children than poliomyelitis or measles or pneumonia. 
Cancer of the stomach and colon kills more men 
than war. 

The importance of cancer in medicine is rapidly 
growing and demands more constant attention, greater 
effort and continuous vigilance not only by the pub- 
lic, but by us in the profession. 


THE PROBLEM 
Cancer, particularly visceral, is silent. There are 
no real signs or symptoms of early cancer. Cure is 


hopeless after remote metastases have occurred. 








*Read at the annual meeting of The Medical Society of 
Virginia in Richmond, September 28-October 1, 1952. 


Metastasis too often exists at our first contact with 
Cancer can be cured but requires earl) 
The 
only answer to improved cancer control is the phy- 


the patient. 
diagnosis before metastasis or local extension. 


sician’s alertness to the problem of early diagnosis 
and education of the public to the necessity of 
pericdic examination for suspicious evidence of 
tumor after age 40. In no other way can we reduce 
suffering and death by prompt adequate surgery or 
irradiaticn. Much can be done to better combat 
this growing menace by wide application of what 
we already know. 
PRACTICAL ASPECTS OF CANCER DETECTION 

Complete physical examination of the entire pop- 
ulation in any community every six months is ob- 
viously impossible. There are too few doctors and 
too many people. For the Richmond area such an 
effort would require the full energy and time of 60 
physicians, and for Virginia, 520, not including 
x-ray, laboratory and consultant services. Such a 
complete survey of persons of all ages would be pos- 
sible only if there existed a reliable, easily applied 
blood or urine test for cancer. There is no such 
specific cancer test. It is extremely doubtful that one 
ever can be developed. Cancer is variable and pro- 
tean. It is a biological state. It is composed of 
cells which are metabolically practically normal. 
The small group of cancer cells in a beginning malig- 
nant focus could not possibly produce enough ab- 
normal chemical to be found when diluted with the 
overwhelming quantities of blocd, lymph, and tissue 
fluids. However, a few tests are indicative of certain 
limited manifestations of several specific late neo- 
plasms, such as elevated blood acid phosphatase in 
metastasized prostatic malignancy. The only re- 
liable laboratory proof of cancer is revealed by the 
biepsy and careful microscopic examination. 

However, we may take advantage of the charac- 
teristic habit of cancer, namely, its relatively high 
occurrence in persons over 40 vears of age and pre- 
dominance in certain organs—the breast, uterus, 
bowel, stemach, lung, and skin. Eighty per cent 
or more occurs in these sites in victims past middle 


age. Therefore, each of us can contribute signifi- 
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cantly -to cancer control by periodic survey of our 
share of this smaller segment of the population. 
Distribution of this group among the local prac- 
ticing physicians further lightens the individual 
doctor’s load of examinations. A very important 
advantage of examination by the family doctor is 
his familiarity with the patient’s medical, emotional, 
and social background—a sound basis for guidance 
in interpreting symptoms, not available to the strange 
clinic physician. 

The feasibility of cancer detection by community 
physicians has been demonstrated adequately during 
the past seven years by physicians conducting cancer 
detection examinations in their private offices in a 
cooperative plan organized by several medical so- 
cieties. Very encouraging results have been reported 
from the Hillsdale County Medical Society, Michi- 
gan, and the Lorraine County Medical Society, Ohio. 
From Lorraine, Dr. A. C. Siddall (J.A.M.A., V.145, 
p. 314, 1951) reports that the cooperating physicians 
found 13 cancers in 950 “‘well’’ women and during 
the same period, 13 other malignant tumors were 
discovered in patients during routine visits for other 
maladies. This undoubtedly indicates the physi- 
cian’s increased alertness to the possibility of cancer, 
perhaps largely stimulated by the examination pro- 
gram. No less important, 255 of these women pos- 
sessed other conditions requiring medical attention. 
The Connecticut State Medical Society in cooperation 
with the Connecticut Cancer Society has recently 
for cancer detection exam- 


Any citizen of the state 


established a program 
inations in doctor’s offices. 
may call the County Medical Society office or any 
cancer society information center in Connecticut and 
obtain a list of physicians in his community who 
have agreed to participate in this valuable project. 
All members of the State Medical Society were in- 
vited to be included on these lists of participating 
physicians. Leaflets describing this program are 
distributed throughout the state, and persons desir- 
ing the examination are urged to make appointments 
with their own physicians at hours least likely to 
disturb their regular office routine: 


In our own Commonwealth a similar program was 
started by the Richmond Academy of General Prac- 
tice in cooperation with the Richmond Chapter of 
the American Cancer Society about two years ago. 
It has been found that the history and physical ex- 
amination need not be unduly time-consuming if 
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routines of most fruitful procedures are established. 
A brief but accurate record (always made at time 
of examination) is essential, and is required by the 
American College of Surgeons in their approved can- 
cer detection procedure. It also aids the physician in 
establishing reliable and time-saving habits of ex- 
amination and helps avoid oversight of an important 
organ. 
the group in which cancer is most likely to occur, 


In order to conserve effort and yet include 
the following plan is suggested: All women of 35 
years or older should be subjected to careful exam- 
If 45 or 
over, the uterine fundus, stomach, lower bowel, and 


ination of the breasts, cervix and lungs. 


skin (including mouth and tongue) must be included. 
Men of 45 years are entitled to a survey of the 


stomach, lower bowel, lung and testes. If 55 or 


older, they should be searched also for abnormalties 


of the skin and prostate. 

Obviously, any suspicious symptom, such as recent 
persistent indigestion or belching, blood in the stools, 
intermenstrual or post-menopausal spotting, persist- 
lumps and persistent 


ent ulcers or anywhere, 


cough or hoarseness should be run down to a 


proven diagnosis. Definite symptoms or signs of 
cancer almcst invariably mean advanced disease. 
Early cancer is detected when we follow through and 
determine the cause of slight signs which produce 
only suspicion that trouble is in the making. A 
suggested routine for examination including the most 
frequent suspicious signs and needed equipment is 
presented: Each physician is provided with helpful 
forms on which to quickly check his findings. 

For women 35 years or over indicate negative items 
“OQ” and nature, size, etc., if positive. 


SKIN: 
Scaling patches 
Indurations 
Subcutaneous tumors 
Ulcers 
Moles 
Signs of irritation, ulceration, recent growth, 
(especially on soles of feet, palms of hands and 
oral mucosa and vulva). 
Moutn, Lips AND TONGUE: 
Luekoplakia 
Induration 
Ulceration 
LUNGS: 
Unusual cough 
Blood streaked sputum 
Dullness or change of breath sounds; 


Location: 
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STOMACH : 
Indigestion (especially if recent onset) 
Epigastric mass 
Tenderness 
Liver size and character 

COLON AND RECTUM: 
Blood in stoo] __-_ red; ____ black. 
Palpable masses, lower abdomen. 
Recent change in bowel habits 
Hemorrhoids, fissues or other lesions 
Rectal examination 

LymMPH NODEs: 
Enlargement 
Consistency 
Location 

BREASTS: 
Palpable tumor 
Ulceration of skin 
Axillary lymph nodes, _-__ right; —-_- 

Size: Consistency: 


left. 


CERVIX AND UTERUS: 
Bleeding or spotting 
Inspection of cervix: 
Erosion, ulceration, growths 
Bimanual palpation of uterus, adnexae 
Inguinal lymph nodes 


For men the examination form is similar except 
that instead of breasts, cervix, and uterus, the genito- 
urinary organs are included: 


ProsTATE: (If patient is 50 years or over.) 
Size and consistency: 
History of urinary difficulty: 
Testes: Size and uniformity: 


For patients of low income who, in your opinion, 
are entitled to free service and cannot afford mod- 
erate consultation fees for the additional studies 
indicated by your examination, the diagnostic facili- 
ties of a Tumor Clinic should be available. In such 
instances, the patient could be referred to the clinic 
by appointment and the tests desired should be 
clearly indicated on a check list as suggested below. 
All test results obtained by the clinic should be 
reported directly and promptly to the examining 
physician. 

SkIN: Biopsy, tissue section and report—check location of 
lesion. (Skin, lip, mouth, tongue) 

GENERAL: Blood count, examination blood smear. 

Luncs: X-ray chest 
Bronchoscopic with Papanicolaou smear of secre- 
tions. 
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Gastric: Gastric analysis with examination for cancer 
cells, Gastric x-ray. 
Rectum: Sigmoidoscopic examination with biopsy of lesion. 
LymPH Nope: Biopsy 
Gyn: Cervical Papanicolaou smear and biopsy 
Breast: Cytology of nipple secretion 
G.U.: Prostatic smear for cancer cells 
Blood acid phosphatase 
X-ray of pelvic bones 


We must constantly remind ourselves of several 
important observations: 

All carcinomas of the cervix can be seen early 
by use of the vaginal speculum. Smal] breast 
lumps are easily palpated; any one may be cancer! 

Seventy per cent of all malignant lesions of the 
colon and rectum are within reach of the examin- 
ing finger or are visible through the sigmoido- 
scope. Digital rectal examination can detect ninety 
per cent of prostate cancers—the index finger is 
still the most useful tool in the diagnosis of early 
prostate cancer. 

One chest x-ray per year is excellent and cheap 
insurance for every man and woman. 

Follow through when suspicious evidence is 
present—don’t wait, don’t guess; it may mean 
cancer! 

The experience of others demonstrates that we 
will find some cancer. 
the patient’s money if we find no cancer? 


Are we wasting our time and 
Philo- 
sophically, we may answer that the labor of a thou- 
sand examinations is well spent if one life is saved 
by discovery of an early operable malignancy. How- 
ever, equally important is the preventive aspect. Not 
infrequently conditions are discovered which may be 
precancerous or may later lead to cancer through 
The 
Fur- 


continued irritation. These may be corrected. 
non-malignant rectal polyp is an example. 
thermore, it is common experience in detection pro- 
grams that abnormal conditions not related to neo- 
plasia, but needing medical attention, are found in 
fifty to sixty per cent of so-called “well” individuals. 
May I recommend to you this highly worthwhile 
program and urge that each of us actively cooperates 
under the guidance of our medical societies and 
participates not only in this important service of 
cancer control, but also in the contribution it makes 
to the general health of our communities and reduc- 
tion of morbidity due to all the chronic diseases. 
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MULTILOCULAR CYST OF THE KIDNEY WITH 
MALIGNANT CHANGES 


Cyrit I. SEase, Jr., M.D., 


Harrisonburg, Virginia 


Cystic disease of the kidney appears to be more 
frequent than texts would lead us to believe, es- 
pecially if the volume of literature concerning this 
The 
number of reported cases of renal cysts associated 


subject is in any way related to its incidence. 


with malignancy is relatively few; however, their 
incidence is frequent enough to demand serious 
consideration in every case. This is the report of 
a case of cystic disease of the kidney associated 
with malignant changes. 

The classification of renal cysts varies and there 
is no one universal classification. The basic criteria 
for classifying multilocular cysts is that reported 
by Truett H. Frazier, i.e., two or more chambers 
to one cyst, the separating walls of which are com- 
plete and the overall arrangement of which is dis- 
similar grossly at least to congenital polycystic kid- 
ney disease, solitary renal cysts and multiple cystic 
disease of the kidney. It is interesting to note that 
in none of the reported cases of multilocular cysts 
of the kidney was the diagnosis made preoperatively. 

The incidence of solitary renal cysts, associated 
with malignancy, as reported by Rolnick, is 8%. 
Walsh reports an incidence of 7% malignancy in 
over 500 cases in the literature of renal cysts and 
also an additional 17 personal cases of renal cysts 
to be associated with malignancy. Whitmore, in 
1936, reported a series of 42 cases of hemorrhagic 
cysts, of which, in 13, malignancy was present. 
Hepler has reported an incidence of 37 cases of 
malignancy in 249 cases of renal cysts. Lowsley 
and Curtis encountered one case of hypernephroma 
and one case of papillary carcinoma in their series 
of 19 cases of serous cysts of the kidney. Braasch 
and Hendrick encountered 11 cases of malignancy 
in 163 cases of renal cysts. 
nancy is higher in cysts which contain hemorrhagic 
fluid. It is reported that one-fourth of these cysts 
are associated with malignancy. The following 
types of tumors have been found in connection with 


The incidence of malig- 


Adenocarcinoma, carcinoma, sarcoma, 


renal cysts: 





Urological Association in Roanoke, Va., March 12, 1953. 


Wilm’s tumor, hemangioma, hypernephroma, papil- 
lary cyst adenoma. 

The differential diagnosis of renal cyst and renal 
tumor is difficult, so that, in a large number of 
cases involving renal masses and space displacing 
lesions, the diagnosis can only be made definitely 
by surgical exploration. Considerable literature has 
appeared concerning the differential diagnosis of 
renal tumors and cysts, and the majority of writers 
are of the opinion as that of the author quoted below. 
One recent paper concerning this subject is by 
Prather, who, upon completing his study, is quoted 
as follows: ‘However, infallible guides for a con- 
sistently correct diagnosis without surgical explora- 
tion were not a resultant of this study”. It would 
seem that there are only two methods for absolutely 
diagnosing renal cysts: 1. Surgica] exploration; 2. 
Diagnostically tapping the cyst and injecting the 
latter with opaque solution, as reported by Doctors 
Ainsworth and Vest. 


CASE REPORT 
On November 16, 1951, a white 
male, Mr. R.K.C., age 56, was admitted to Rocking- 


Present Illness: 


ham Memorial Hospital because of a visible mass 
in his left abdomen. No history was obtained of 
any weight loss, change in appetite or bowel habits. 
There was no history obtained of any urinary symp- 
toms. The patient stated, upon admission, that 
he was incognizant of any difficulty until several 
days prior to admission when his local physician, 
upon routine physical examination, discovered an 
abdominal mass. His past history was negative, 
there being no change in his general health. 

Family history revealed that he had one son who 
died at the age of seven—cause of death, brain 
tumor. 


Physical examination on admission was negative 
with the exception of the following findings: Inspec- 
tion revealed a mass in the left upper quadrant of 
the abdomen which extended into the left flank. 
On palpation, a firm, non-tender, movable, slightly 
irregular mass was found extending from the left 
costal margin downward to the level of the crest 
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of the ilium. The mass extended medially into the 
epigastrium and laterally into the left flank and 
was approximately 20 c.m. in diameter. 

Laboratory examinations, consisting of urinalysis, 
complete blood count, blood serology, N.P.N., blood 
sugar, were within normal limits. 

Cystoscopy retrograde pyelograms were done, re- 
vealing the right kidney to be normal and there 
was no deformity of the calyces or obstruction of the 





Fig. 1. 
ealyces, right and left kidneys, with an opaque mass in 
the region of the left kidney displacing small and large 
bowel. 


Excretory urogram which reveals normal pelves and 


right ureter. Examination of the left kidney with 
the left catheter in place, before injection of opaque 
solution, revealed considerable medial displacement 
of the ureter in a wide curve. Lateral films, taken 
at this time, revealed anterior displacement of the 
left ureter. The kidney pelvis and calyces of the 
left kidney appeared to be normal. Vertical films 
were done and there was normal displacement of 
both kidneys. 

A G.I. 
the stomach to be high, oblique in position and the 
appearance, along the greater curvature, of the up- 
ward pressure from some extrinsic pathology. 
Barium enema with examination of the colon gave 


Gastrointestinal Series: series revealed 
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the impression that the descending portion was some- 
what displaced laterally. The last portion of the 
transverse colon was displaced upward and medially. 
No organic lesion was demonstrated in the colon. 
A preoperative diagnosis was made of: 
nephroma; 2. Renal cyst, and on November 27, 1951, 
a transperitonea] exploration of the left kidney was 


1. Hyper- 


carried out, at which time a nephrectomy was per- 
formed. 


Fig. 2. Retrograde pyelogram, left, which reveals normal ap- 
pearing renal pelvis and calyces. The ureter is displaced 
medially, 


Left 
The kidney proper was 


Pathological Report—Gross Description: 
kidney, weight 1094 grams. 
normal in size, but there was a large cyst arising 
from the lower pole. A portion of the cyst extended 
upward behind the kidney and it was attached to 
the pedicle. The cyst contained one large cavity 
which was filled with a sero-hemorrhagic fluid and 
some brown pieces of clotted blood. There were 
many soft, wart-like lesions attached to the cyst 
lining. The cyst contained a number of lobules close 
Above the 
The 


The cap- 


to the kidney containing serous fluid. 
lower pole, the kidney was grossly normal. 
cortex measured 7-10 mm. in thickness. 
sule striped easily. 
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Fig. 3. A normal retrograde pyelogram, left, reveals left kidney 
to be in normal position with slight anterior displacement. 





Fig. 4. Gastrointestinal series revealed the stomach to be high, 
oblique in pesition and the appearance, along the greater 
curvature, of upward pressure from some extrinsic path- 
ology. 
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Fig. 5. Barium enema revealed no organic lesion in the colon; 
however, the descending portion is displaced laterally and 
the last portion of the transverse colon is displaced upward 
and medially. 


Microscopic Examination—Left Kidney: A sec- 
tion from the lower pole of the kidney showed mul- 
tiple alveoli with papillary formation. Most of these 
were lined by single layers of low columnar epithe- 
lium. The cells and their nuclei were uniform in 
size and appearance. There were other alveoli which 
were partially or completely filled with large colum- 
nar and polyhedral cells which had either pale or 
clear cystoplasm. Their nuclei were large and va- 
riable in size. They contained prominent nucleoli. 
Mitoses were fairly common among these larger cells. 
The papillae in the large cyst were composed of 
solid alveoli which were composed of these large 
cells. They had either clear or pale cystoplasm. 
There was moderate fibrosis and a focal infiltration 
of lymphocytes in the parenchyma of the tumor. 

Pathological Diagnosis: 1. Multilocular cyst; 2. 
Papillary cyst adenocarcinoma—kidney left. 

The postoperative course of the patient was un- 
eventful and he was discharged from the hospital 
on the 10th postoperative day. 


DIscuUSSsION 


The diagnosis of renal cyst or neoplasm is to be 

















Fig. 6. A photo-micrograph taken from a section of the left 
renal cyst demonetrating vapillary cyst adenocarcinoma, 
and early cyst formation with low columnar epithelium. 


considered in any space-occupying lesion of the kid- 
ney. Many aids to the differential diagnosis of the 
above have been set forth in the literature; how- 
ever, it appears that in the great majority of cases 
a definite diagnosis is not established until time of 
surgical exploration. Vest, Fish, Wheeler, and Dean 
have written concerning the needling of renal cysts. 
Since the differential diagnosis of renal cyst and 
tumor is difficult and since there is a reported in- 
cidence of 8% of malignancy associated with solitary 
renal cysts, the needling of such lesions is hazardous 
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as is the needling of any questionable mass. With 
the present advances and safety factors in surgical 
technique, the needling of cysts is unnecessary. Sur- 
gical exploration offers a minimum risk and affords 
an accurate diagnosis at the time of examination 
allowing for proper management and treatment of 
the condition at hand, whether benign or malignant. 


SUMMARY 


A case of renal cyst, associated with malignancy, 
is reported. It is very important that the possibility 
of malignancy, associated with renal cysts, be kept 
foremost in mind in such cases and that, if at all 
feasible, a proper diagnosis be made and verified 
by surgical exploration and treatment as indicated. 
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A WEAPON FOR THE ERADICATION OF PULMONARY TUBER- 
CULOSIS—THE ROUTINE SPUTUM TEST BY THE 
LOCAL MEDICAL DOCTOR* 


Wyatt E. Rove, M.D. 
and 
Paxton P. Powers, M.D., 


Richmond, Virginia 


According to current trends in age distribution, the 
last stronghold of tuberculosis will be in the aged. 
The official agencies which deal with the epide- 
miological aspects of this problem will still accom- 
plish a great deal, but the older group is not easily 
approached by mass measures, so the family doctor 
becomes the key figure and the simple sputum ex- 
amination becomes his most obvious weapon. It 
is he who first sees a case of pulmonary tuberculosis, 
and it is he who will have the final disposition, 
whether he be internist, surgeon or genera] prac- 
titioner. 


SOURCE OF MATERIAL 

The author disclaims any original thinking. Al- 
though much of this material has been published, 
the development of this presentation draws heavily 
on personal contacts, and as such it is presented. 

(a) From a municipal tuberculosis control officer 
came the fact that the private physician is still the 
most prolific discoverer of tuberculosis. Despite 
our progress in mass measures, every thoughtful 
control officer realizes that the stimulation of the 
private physician to look for tuberculosis is still the 
key to tuberculosis control. 

(b) From a physician specializing in pulmonary 
diseases there came the repeated story of the diag- 
nostic problem in the aged. Many examinations 
were performed and much helpful information ob- 
tained, but the final diagnosis was made by multiple 
examinations of the sputum. 

(c) From the dean of a school of public health 
came the concept of the organized public health 
team, and the idea of beginning to think less about 
“control” and more about “eradication” of tuber- 
culosis. 


From the Pulmonary Disease Department of the Medi- 
cal Service, McGuire Veterans Administration Hospital, 
Richmond, Virginia. 

Sponsored by the Veterans Administration and published 
with the approval of the Chief Medical Director. The 
statements and conclusions published by the author are a 
result of his own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 

*Read before the annual meeting of the Medical Society 
of Virginia, in Richmond, September 28-October 1, 1952. 


(d) A physician with wide experience in some 
of the nation’s foremost sanitoria called attention 
to the changing problems of hospitalization pro- 
duced by the lessening of tuberculosis in the young, 
and its relative increase as a disease of the aged. 
From him also were obtained the reports of how 
frequently families rebelled at the return of a trained, 
chronic positive sputum case into the home, and de- 
pended upon the decision of the family physician in 
accepting or rejecting the aged patient. 

(e) A state tuberculosis control physician stated 
that the sputum examination was regarded as his 
most useful the 
private physician to make greater use of the sputum 
test was the prime problem facing his department. 

(f) From personal experiences come the data re- 
garding the usefulness as well as the limitations of 


weapon, and how to encourage 


mass x-ray surveys, and hospital admission chest 
X-rays. 


THE PusLic HEALTH TEAM 

Public health now requires a complex combina- 
tion of governmental and other agencies, professional 
and non-professional personnel, paid and volunteer 
workers. The private physician must recognize that 
in public health, he is not the final expert but only 
a member, even though an important one, of a highly 
No one realizes better than the 
trained public health physician how essential it is to 


specialized team. 


have a strong, alert and cooperative medical profes- 
sion in the community to which he is assigned. 

As the public health team turns its attention more 
towards the aged, it is to be expected that they will 
obtain better results than at the present time, but 
will still depend for the most part on the enlightened 
and persistent efforts of the family doctor. 


THE CHeEst X-RAY SURVEY 

The mass chest x-ray survey has been an impor- 
tant step forward in the control of tuberculosis, but 
the aged are not organized into groups and are dif- 
ficult to reach by mass methods. Let’s assume, how- 
ever, that the public health team is able to accom- 
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plish the impossible and to have large numbers of 
the aged x-rayed. The reader of the films is then 
faced with a problem. Most of the aged demon- 
strate emphysema, fibrosis, and pleural changes. A 
considerable amount of tuberculosis can be obscured 
If the 


is libera] and classifies these x-rays as normal for the 


by these so-called senile changes. reader 
age, the survey fails of its objective because too many 
cases are missed. If the reader is strict, practically 
all the aged will have to undergo extensive investi- 
gation. The survey will cease to be a survey and 
become a periodic extensive investigation of the 
chests of a very large percentage of the aged, which is 
certainly not a very realistic approach to the prob- 


lem. 


THE TUBERCULIN TEST 

As the volume of tuberculous infection decreases, 
the tuberculin test will become a more valuable agent 
in individual diagnostic problems, and will assume 
increased importance in surveys of young individuals. 
In the final stages of eradication it may become a mass 
procedure in the aged. Earlier, however, it will not be 
a particularly valuable agent, because the aged will 
retain a high rate of tuberculinization. In addition, 
the difficulty of reaching large masses of the aged, as 
is the case with the relatively simple mass x-ray 
survey, is greatly increased by the inherent difficulties 
of the tuberculin test, requiring multiple personal 
contacts of those surveyed with a physician. 


THE HosprraAL ADMISSION CHEST X-RAY 

Since a high percentage of the aged pass through 
the general hospital at some time, this will be a 
fruitful field. 
pital control program more advanced than average, 


Having been associated with a hos- 


it is obvious that there is a weakness which prevents 
it from being the final weapon of eradication. Large 
numbers of the aged will have only short hospital 
admissions. As mentioned under mass x-ray surveys, 
a high percentage of senile changes will be discovered. 
[It will be economically impossible to keep these pa- 
tients in the hospital for extensive studies and ex- 
aminations. They will be returned to the family 
doctor with recommendations for prolonged follow- 


up examination, the simplest and cheapest being the 


sputum test. 

The obvious complement to the hospital admission 
chest x-ray should be the hospital admission exam- 
ination of the sputum for tubercle bacilli in aged 
patients. 
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THE PuLMoNARY DISEASE SPECIALIST 

As our aged increase, the number of cases re- 
ferred to the chest specialist will increase. These 
specialists are making tremendous strides in diag- 
nosis, but their most valuable tool is still the sputum 
test; not a perfunctory collection of one or two 
specimens but the careful collection of 10-20 speci- 
mens for smear, culture and guinea pig inoculation. 

The weakness of depending upon the chest special- 
ist is the fact that patients do not reach them until 
chest disease is strongly suspected by the family 
doctor. Tuberculosis eradication needs a method of 
reaching the aged in whom chest disease is not 
suspected. It requires no special training to request 
multiple sputum examinations. 


THE TUBERCULOsIS HospITaL 

The tuberculosis hospital of the future will have 
to change its objectives. Few of the aged attain 
arrest of their disease. For some of these patients 
a pleasant, less crowded hospital with a minimum of 
regimentation will be necessary, as they may have 
to stay many years. As the aged do not tolerate 
surgery well, the thoracic surgeon will become less 
dominant, and the internist practicing a high type 
of geriatric medicine will become the more important 
physician. 

For the majority of these oldsters, the hospital 
should have a different function. It should accept 
these difficult 
tients of their infectiousness, the potential danger to 


the responsibility of convincing pa- 


their families, and the necessity for taking proper 
When 
this is accomplished, they will be happier at home 


precautions for the balance of their lives. 


leading a life of limited and sometimes surprising 
productiveness. 

It will be the responsibility of the family doctor 
to persuade the relatives to accept these patients back 
into their homes. Many of these families would be 
happy for the hospital to assume the care of these 
but this 
would entail the doubling or trebling of the number 


semi-invalids for the rest of their lives, 
of beds now devoted to the care of tuberculosis and 
should be neither necessary nor desirable, even if 
feasible. The public health team can play an 
important part in this problem of returning the pos- 
itive sputum active case into the home, but the 
harassed family will accept the advice of the family 
doctor above all others due to his continuing intimate 
contact both with the patients and with the family 
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group, which affords opportunity both to enforce 
reasonable restriction and to allay unreasonable anx- 
iety. 

need for 
more adequate staffing of all tuberculosis hospitals, 


There is a need for more beds and a 


but these cannot completely solve the problem, and 
many of these aged patients wil] have to return to 
the community and become the responsibiilty of the 
family doctor who made the original diagnosis and 
referred him for specialist care and training. 


VACCINATION 

Many public health physicians feel that no re- 
spiratory disease can be eradicated without a suitable 
vaccine. Tuberculosis has many features which set 
it apart, the most pertinent being the fact that con- 
tagiousness is low early in the course. If the disease 
is thought of, the diagnosis can be made and precau- 
ticns taken before the case becomes a serious infec- 
tious hazard. ‘The opposite is true with most of 
the acute epidemics of respiratory diseases. 

Even the most enthusiastic advocates of vaccina- 
tion for tuberculosis agree that the tuberculosis vac- 
cines in use today are inferior to the vaccines used 
in the standard immunization procedures for cther 
diseases, but there are encouraging reports along 
with the occasional catastrophes which are always 
associated with new immunization procedures. Our 
final estimate will have to await the results of mass 
experiments now under way. 


THE FAMILY Doctor 

The relationship which exists between the physician 
and his patients is the closest and finest in the pro- 
fession. He is more a friend, indeed he is usually 
considered as a part of the family group and shares 
its jovs and sorrows. From the scientific standpoint 
he is also more than the physician, he is the family 
philosopher whose council is sought on all manner 
of things and whose advice is usually accepted and 
followed. Because of this relationship, his contact 
with the older members of the family is frequent. 
He knows that all of them show signs of degenerative 
changes in the lungs as they do elsewhere, and that 
these changes lead to diminished resistance and the 
greater likelihcod of a flareup of activity in lesions 
previously latent. They almost all have more or 


less cough with expectoration of which they may 


not even be aware because they have become so used 
to it. 
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It is obviously impossible to refer all aged pa- 
tients to chest specialists for complete studies and 
the limitations of mass x-ray have been discussed. 
The use of 
sputum examinations, either in the doctor’s office or 
at one of the many laboratories, either private or 


solution then becomes the extensive 


operated by municipal or state health departments, 
which are easily available. 

The submission of one or two specimens may be 
enough to confirm a diagnosis which has been estab- 
lished clinically, but any patient who has reached 
the point where cough with expectoration persists 
chronically should have sputum examinations at in- 
tervals throughout life. They should be trained to 
collect specimens after forced cough on first awaken- 
ing in the morning, and in cases where the index of 
suspicion is high and the sputum negative, to submit 
the expectorate for the whole 24-hour period for the 
study of concentrates by special techniques, such as 
culture and animal inoculation. 

At first glance the above recommendations may 
seem to be excessive, but when it is realized that at 
post-mortem examinations in this age group, evi- 
dence of old pulmonary tuberculosis which might 
act as a latent focus is almost invariably found, and 
that in at least 10% open cavitation and activity 
can be demonstrated, the rationale becomes clear 
and the routine and repeated examination of sputum 
assumes an importance to the patient, his family, 
and his community, which is not exceeded by any 
other investigative procedure presently available to 
the good family doctor. 


Case REPOR1 

An elderly white man had had a slowly fluctuating 
moderately advanced pulmonary lesion for fifteen 
years. During this period a diagnosis of active tu- 
berculosis was not made and no precautions were 
taken because the man insisted that he had no cough 
or expectoration. Early in 1952 an episode of upper 
respiratory disease made the coughing and expectora- 
tion obvious. Multiple sputum specimens were posi- 
tive for acid-fast bacilli. 

On arrival at the hespital the transient respiratory 
infection had cleared and the man again denied 
The 
on the patient revealed films at 1-2 years’ intervals 


cough or expectoration. x-ray file forwarded 


over the 15-year period. The chest had apparently 
been active prior to 1940, demonstrated a slow and 
almost cemplete clearing from 1940 to 1945, pro- 
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gressed again from 1945 to 1948, and had the x-ray 
appearance of a stable inactive lesion from 1949 
to 1952.. 

In spite of the fact that he denied cough and ex- 
pectoration, it was found in the hospita] that he 
was constantly coughing and expectorating. It had 
become so much a part of his life that he was totally 
unaware of it and would take no precautions; hence, 
he was both a bad example and a nuisance to the 
other patients and a menace to the personnel. Nu- 
merous complaints were received, and numerous in- 
terviews were necessary before his awareness was 
established and good habits inculcated which would 
make it safe for him to return to his home and 
family. 


COMMENT 

When this paper was presented, the comment was 
made that it was difficult to present this problem 
statistically. Since then preliminary reports of a 
cooperative sputum study on patients with suspicious 
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The trend of tuberculosis to become a disease of 
the aged has been noted. The effect on our present 
agencies and methods has been discussed and their 
effectiveness in meeting the changed situation has 
been estimated. The conclusion is reached that, 
while these measures are valuable for control, the 
eradication of tuberculosis will depend largely upon 
the practicing physician performing regular sputum 
examinations for life on all patients who have reached 
the age of chronic cough and expectoration. 





Chronic Ulcerative Colitis May Predispose 
to Cancer. 


Chronic ulcerative colitis may predispose to can- 
cer of the colon. Because of the very poor prognosis 
of such cancers, prophylactic removal of the colon 
is indicated in many cases, in the opinion of Drs. 
Elden C. Weckesser and Austin B. Chinn, Cleve- 
land. 


Writing in the July 4, J.A.M.A., the doctors stated 
that 118 patients with ulcerative colitis were ad- 
mitted to the University Hospitals of Cleveland 
between 1932 and 1950. There were four cases of 
carcinoma of the colon (3.4 per cent) in this group. 
The four patients, ranging in age from 22 to 35 
years, died within 17 months following surgery; 
average duration of symptoms prior to diagnosis of 
the malignant condition was 10.2 years. 


“The very short survival following removal of 


established carcinoma of the colon in patients with 
ulcerative colitis constitutes a serious problem,” the 
doctors stated. 
well as that of others, that persons with severe, long- 
standing ulcerative colitis are susceptible to malig- 


ulcerative colitis has a very poor prognosis. 

“At the present it is our opinion that persons with 
long-standing, severe ulcerative colitis who require 
ileostomy and those with polyposis [polyps on the 
colon] should have prophylactic colectomy.” 

(In an ileostomy, a surgical opening is made in the 
small intestine and the intestine brought through an 
incision in the abdominal wall to make a substitute 
outlet for bowel material. In colectomy, the colon 
is removed after or during an ileostomy). 

The doctors are associated with the department of 
surgery and medicine, Western Reserve University, 
and the University Hospitals of Cleveland. 
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x-ray lesions in a large urban area have become 
It required less than four sputum ex- 
aminations to diagnose 25% of their cases, 5-12 
specimens to diagnose an additional 50%; the re- 
maining 25% were not diagnosed until more than 
12 specimens had been obtained. In some cases it 
required repeated examinations extending over a 
period of three years before the positive sputum was 





rom our experience as 
“Tt seems, f n 


Carcinoma of the colon complicating 














AucustT, 1953 


VIRGINIA MEDICAL MONTHLY 





THE THREAT OF SUICIDE* 


R. W. Garnett, Jr., M.D., 
Department of Neurology and Psychiatry, 
University of Virginia Hospital, 
Charlottesville, Virginia 


The threat of suicide is a problem that doctors, in 
general, and psychiatrists, in particular, are faced 
with almost daily and, perhaps, no single problem in 
psychiatric practice gives us more sleepless nights. 

As in most other problems in psychiatry, dealing 
as it does with individuals in the truest sense of the 
word, it is difficult, if not impossible, to resort to 
generalizations or rule-of-thumb. Scarcely a day 
goes by but that one or more patients in my practice 
talk about suicide or mention it as a possible way 
out of their difficulties. Some of these I take se- 
riously, but most I do not—and I am not sure that 
I always know why I react as I do. It seems clear to 
me, however, that we could not possibly lock up and 
put under suicidal precautions every patient who 
has any suicidal thoughts—spoken or unspoken— 
much less every person at large in the community 
who, at one time or another, has such thoughts. In 
fact, most people, including most of those in this 
room, have probably at some time more or less 
seriously considered suicide. 

As Nietzsche once remarked, “The thought of sui- 
cide helps us through many a bad night.” 

Suicide is not universally abhorred. 

Schopenhauer reminds us that ‘“‘Neither in the Old, 
nor in the New Testament is there to be found any 
prohibition or positive disapproval of it,” and fur- 
ther remarks, “It is quite obvious there is nothing 
in the world to which every man has a more unas- 
sailable right than to his own life and person.” 

Pliny states, “Life is not so desirable a thing as 
to be protracted at any cost. Among the blessings 
which Nature gives to man, there is none greater than 
an opportune death and the best of it is that every 
man can avail himself of it.” 

And Seneca, “As I choose the ship in which I 
will sail, and the house I will inhabit, so I will 
choose the death by which I will leave life. If life 
pleases you, live. If not, you have the right to 
return whence you came.” 


In many ancient civilizations, in some primitive 





*Presented at Spring Meeting of Neuro-Psychiatric So- 
ciety of Virginia, at Westbrook Sanatorium, Richmond, 
Virginia, April 1, 1953. 





cultures, and in modern Japan, suicide under certain 
conditions is not only condoned, but expected. 

Be that as it may, in our modern society, suicide 
is forbidden by the State and considered a sin by 
the Church. Under British Law, an attempt at sui- 
cide is a punishable offense as it is in four states in 
the Union. We, as doctors, are charged with the 
responsibility of maintaining and prolonging life, 
and where suicide is the result of, or an expression 
of, mental illness, it is definitely our concern. 

I would like to question, however, the idea that 
suicide is always evidence of insanity; even so-called 
“temporary insanity”, or even, necessarily, of a per- 
sonality abberation that would come under the head- 
ing of neurosis or psychopathy. 

The British Medical Journal states editorially, 
“The vast majority of suicides are not, in any sense 
of the word, insane, unless the act of suicide itself 
defines insanity which, by the present law, it clearly 
does not.” 

To quote two other British opinions: Tuke states, 
“Tt cannot be admitted for a moment that the sui- 
cidal act, taken alone, is any sign of insanity.” 

And Henry Maudsley says, ‘“‘Just as madness may 
exist without any idea of suicide, so suicide may 
take place, the effect of a full and free determination 
formed by a healthy mind and executed with the 
coolness and complete system of precautions of the 
most perfect logic.” 

Perhaps the most sensible coroner’s jury verdict 
on record, following a suicide in Mississippi, stated 
that the deceased came to his death by his own hand, 
“for reasons best known to himself.” 

Certainly, many suicides occur in people who have 
not up to that moment, given any evidence of mental 
disorder and in which the act is obviously the con- 
sequence of careful consideration and logical judg- 
ment. 

An interesting paradox in such cases is the will- 
ingness with which friends and relatives of the sui- 
cide accept the idea that he was mentally deranged, 
although, under all other circumstances, they would 
resist such a suggestion to the utmost. The “stigma” 
of insanity seems to be preferable to the painful 


456 


humiliation or sense of guilt, in admitting that a 
member of one’s own family could choose to kill 
himself if in his right mind. 

Aside from these considerations, death from suicide 
is still something to be conjured with. In the United 
States alone, the number of deaths from suicide, 
yearly, has reached 22,000. In 1947, the rate of 
suicide was 11-2/10ths deaths per 100,000 popula- 
tion as compared to 23 deaths per 100,000 population 
due to motor vehicle accidents. In that year, suicide 
stood third in order of frequency in cause of death by 
violence in the United States. When one adds the 
large number of attempted suicides to those which are 
successful, the significance of the problem is even 
more apparent. Furthermore, many suicides are 
concealed by the family when possible and are at- 
tributed to accidental death. In all causes of death, 
suicide stands ninth. It is nearly twice as common as 
homicide, and accounts for more deaths than the 
five most common communicable diseases. 

The suicide rate increases with advancing years. 
Children, however, do occasionally commit suicide 
and, beginning with adolescence, each decade shows 
a steady and consistent rise. Statistics show that 
more than half of all suicides occur in people 45 
vears or older. Annually, three times as many men 
as women commit suicide, but twice as many women 
make suicidal gestures or unsuccessful attempts. 
Men more commonly utilize more aggressive means 
of achieving their ends, such as shooting or jumping 
off buildings. Women are apt to seek more passive 
measures, such as taking poison or gas. 

We should also mention in passing the various 
forms of chronic and non-obvious suicidal maneu- 
vers, such as deliberate exposure to illness, accident 
proneness, anorexia, some forms of alcoholism, etc. 

In addition to the above-mentioned fallacy that 
suicide is clear evidence of insanity, there are many 
other popular misconceptions, such as the adage, 
It is 
also untrue that one who has made an unsuccessful 
suicide attempt will not repeat the attempt, although 


“Those who talk about suicide never do it.” 


this may be true in the individual case. Perhaps the 
most common misconceptions are the “common-sense” 
explanations offered so glibly by family, physician 
and the press, such as “despondent over ill health”, 
“worry over finances”, etc. Statistics show that 
suicide is less frequent in times of economic depres- 
sion and in time of war and national peril. It is 
also relatively rare among those with chronic, painful 
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and even fatal diseases. 

A perhaps somewhat common fallacy among doc- 
tors and psychiatrists, as well as the general public, 
is to think of suicide primarily in terms of depression 
and, still worse, in terms of certain diagnostic cate- 
gories, such as involutional melancholia or manic- 
depressive psychosis. 

Zilboorg and others, particularly in more recent 
literature, have pointed out the relative frequency of 
suicide in schizophrenia, various neuroses (particu- 
larly the obsessive-compulsive) and the relatively 
large role of alcoholism and other toxic disorders. 

Hendin analyzed 100 cases of suicidal attempt 
at Bellevue Psychiatric Hospital in 1948. While 40 
out of the 100 patients were classified as having de- 
pression of moderate to severe degree, he points 
out that depression is not a diagnosis in itself but 
an affective symptom which cuts across all diagnostic 
categories. Seventeen of the 100 cases 
scribed as neurosis with depression; nine as reactive 


were de- 


depression; six as having neurotic character dis- 
orders; nine in the involutional psychosis group; and 
fourteen in the schizophrenic group. Ten were 
classified as miscellaneous, and alcoholism played a 
varying role in all of the diagnostic groupings, par- 
ticularly in the neurotic and reactive depressions. 

The power of suggestion as a precipitating factor 
A dis- 
turbed or desperate person is more apt to take action 
Epi- 


In the same way, suicides 


in suicidal attempts has long been observed. 


if he hears or reads of someone else doing it. 
demics of suicide occur. 
“run in families” and may become the traditional 
mode of reacting to stressful situations. 

Another dynamic factor in suicide is, of course, 
the familiar turning inward of aggression or hostility. 


In other words, the person hates and would like to 
kill someone else but turns these impulses against 


himself instead. In many cases the act or attempt 
is obviously a way of trying to hurt, get even with, 
or punish someone else. 

In certain people the idea of the inevitability of 
death, yet the uncertainty as to time, place or method, 
is unbearable, so they take matters in their own hands. 

Ignoring for the moment those occurring in so- 
called normal] people as the result of logical conclu- 
sion to end one’s life, suicidal attempts might be 
classified as the impulsive and the compulsive. In 
the former would fall the hysterics, psychopaths, 
alcoholics, delirious, reactive depressions and neu- 


rotic depressions. In the latter would fall most of 
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the so-called psychotic depressives, schizophrenics and 
obsessive-compulsive neurotics. 

The impulsive group are, of course, harder to pre- 
dict, and for that reason, hard to prevent. They 
are also less apt to succeed. In the case of so-called 
psychopaths and hysterics, they are much more apt 
to make suicidal gestures or threats for some obvious 
purpose and, if a fatality ensues, it is often inad- 
vertent. 

The compulsive group are difficult to evaluate and 
hard to prevent because of the strong motivation, care- 
ful planning, ingenuity, secretiveness, and singleness 
of purpose. 

Zilboorg states in this regard, ‘“The suicidal drive 
is not dependent on or derived from any traditional 
clinical entity found in present day psychiatric no- 
sology. It is to be viewed rather as a reaction of a 
developmental] nature which is universal and common 
to the mentally sick of all types and probably, also, 
to many so-called normal persons. The very uni- 
versality of the reaction, and particularly some of its 
outstanding characteristics, leads one to suspect that 
one may be dealing with an archaic form of man’s 
response to his various inner conflicts.”’ 

Perhaps, for practical] considerations, we might 
divide the problem into the following categories: 

First, suicidal thoughts or ideas. As indicated 
above, these phenomena are extremely common in the 
so-called normal as well as disturbed people, and 
as long as they remain transient and not too fre- 
quently recurring, do not justify further considera- 
tion. (It is, perhaps, from further knowledge of such 
thoughts and in what context they occur, that we 
might learn more about the motivations of actual 
suicide or serious attempt). 

When 


thoughts become the subject of more or less constant 


Secondly, suicidal preoccupation. such 
preoccupations or obsessions, particularly if occurring 
in an affective setting of depression, it is considered 
one of the more serious warnings of impending sui- 
cide; however, such preoccupations or obsessions are 
relatively common in obsessive neurotics and here, 
perhaps, it has little more significance than any other 
obsession, such as with profane language, germs, etc. 
It is in this area that all of our clinical acumen is 
called on in determining when preoccupations or 
ruminations with suicide are dangerous and when they 
are not. Obviously, all the other factors known about 
an individual case have to be taken into consideration 
in assessing this point. 
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The third group may be referred to as suicidal ges- 
tures; and, fourth, suicida] attempts. 

It is not always easy to differentiate a suicidal 
gesture from the suicidal attempt. When a given 
act that could result in death fails to do so, we are 
apt to interpret it as a gesture. The differentiating 
point is, of course, the intent of the patient; that is, 
whether he really meant to die or merely to give that 
impression for some purpose. Obviously, patients 
will not always confess that it was only a gesture 
because of the resulting loss of face or because such 
an admission would defeat the purpose they had in 
mind. In the same way, a patient who made an ac- 
tual suicidal attempt which miscarried might at- 
tempt to dismiss the whole matter as only a gesture 
in order to allay suspicion and leave him free to 
make another try. Suicidal gestures, however, are 
much more common. than suicidal attempts and, un- 
doubtedly, many such intended gestures accidentally 
end in fatalities. 

In studying suicidal attempt cases in the West- 
chester Divisicn of the New York Hospital in 1933, 
Wall reported that there were six signs occurring in 
mental patients which were warnings of possible 
suicide: 

1. Depression with ideas of guilt and self-depre- 
ciation and self-accusation, associated with tension 
and agitation. 

2. Severe hypochondriasis. 


3. Insomnia, with great concern about it. 


4. Fear of losing control, of hurting others or one- 


5. Previous attempts at suicide, and 

6. Suicidal preoccupation and talk. 

Suicidal threats or gestures are most often forms 
of acted out communication or protest. These may 
occur as acts of spite or revenge aimed at some speci- 
fic person—a parent, spouse, lover, or doctor. They 
may be attempts to gain attention or to get them- 
selves heard or into treatment. Often families will 


not take a person seriously or permit them to see a 


psychiatrist until a suicidal threat or act forces the 


issue. 

Such a threat may also be used on a psychiatrist 
while in therapy situations to keep him awake and on 
his toes. If such communications are heard ac- 
curately and responded to appropriately, that is all 
that is necessary. 

It is my sincere belief that very few will commit 
suicide who are in adequate communication with at 
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I would include in 
this broad statement all types of depression, schizo- 
phrenia,; neuroses, psychopaths and normal people. 
It is usually when a person sees no other way out, 
when he feels isolated, unloved, unheard, and unre- 
sponded to, that he takes the final step. It is often 
the function of the psychiatrist and those in related 
positions to provide just such a relationship and 
chance for communication. To underestimate and 
fail the patient asking for such by simply locking 
him up, or shutting him up with electro-shock, we 
may goad him into suicide, feeling that the last 
door, save one, has been closed to him. 

I, personally, have never had a suicide or an at- 
tempt occur in a patient with whom I felt I had a 
good therapeutic relationship. When this is not 
present, or when a depressed or schizophrenic patient 
abruptly breaks off, claims to be through treatment, 
or changes his attitude such as becoming very cheer- 
ful or uncommunicative, I am alarmed. 

The prevention of suicide by restraint or shock 
is in most cases an admission of our own inadequacy 
or unwillingness to walk through the valley of the 
shadow of death with a patient. Yet, it is well to 
recognize our inadequacy and unwillingness when 
they exist and save or prolong a life for the time 
being. He may come to think better of it. 

It is doubtful that suicide can be prevented or 
long postponed by any reasonable or humane re- 
straint in a person who is really determined to die. 
He may be diverted from his course by lobotomy, but 


least one significant person. 
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this is, to my mind, the substitution of a form of 
semi-homicide for which we, not the patient, bear 
the full responsibility. In any case, lobotomy ends— 
almost as effectively as suicide itself, any chance of 
solution of the problem as far as the patient is 
concerned. 

Granted the limitations of our present knowledge, 
techniques, numbers and skill, electro-shock does 
have a place in the prevention of suicide and should 
not be withheld if the threat seems imminent and all 
efforts at therapy are to no avail. In my opinion, 
it is used much too casually. It should be reserved 
for emergencies and is, at best, a symptomatic and 
empirical treatment. 

Restraint to whatever degree necessary is certainly 
justified and expedient in the acute delirious toxic 
states and in acute panics. Inadvertent suicide is 
always to be kept in mind and guarded against in 
these cases. 

The management of the threat of suicide boils 
down, as in most other medical problems, to the 
clinical evaluation of the individual case. If we 
are too rigid and stringent, we do the patient, our- 
selves and our art, an injustice. 
or careless, we also fail in our responsibility to the 
It does not seem 


If we are too lax 


patient, his family, and society. 
reasonable to hope that we can prevent all suicide, 
and if we took the prevention of suicide as our pri- 
mary aim, we would undoubtedly do more harm than 
good. Our goal should perhaps be to help more 
people to live, and to live more abundantly. 
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PROGRAM 
106TH MEETING 


THE MEDICAL SOCIETY OF VIRGINIA 


HotTEeL ROANOKE 


ROANOKE 


OcTOBER 18, 19, 20 AND 21, 1953 


Sunday October 18 
2:00 P.M. 
Council 


7:00 P.M. 
House of Delegates—Dinner Meeting 


Monday Morning, October 19 
9:30 A.M. 


Section A—Ballroom 


Kinloch Nelson, M.D., Richmond, Presiding 


9:30 A.M.—Vircrnia’s HeaLtH Ratinc—George 


Cooper, Jr., M.D., Charlottesville 

When compared with the other states, Virginia’s 
rank in health matters is in many instances below 
her wealth and resources rank. The degree of 
discrepancy and possible explanations in various 
health fields will be presented. 


9:45 A.M.—C.uinicaL ProBLEMS CREATED By 


ANTIBIOTIC THERAPY—William H. Harris, Jr., 
M.D., Richmond 

This paper deals with certain important problems 
created by the administration of antibiotics for in- 
fectious disease. Topics to be discussed include: 
superinfections of bacterial and monilial origin, bac- 
terial resistance to antibiotics, antibiotic antagonism 
and synergism, colitis complicating antibiotic therapy, 
and penicillin anaphylaxis. 


10:10 A.M. 
Recess to Visit Exhibits 


10:30 A.M.—REporT oF 700 CasEs OF IRRITABLE 


COLON IN PRIVATE PracticeE—Robert M. Mis- 
kimon, M.D., Richmond 

The factors learned from the care of this condition 
in private practice are discussed. There is reference 
to previous diagnosis and to previous therapy. There 
is discussion of the irritable colon personality and 
mention of its existence along with other gastrointes- 
tinal disease. 


:50 A.M.—RECENT THERAPEUTIC AGENTS IN 
THE TREATMENT OF ANEMIAS, WITH SPECIAL 


REFERENCE TO VITAMIN B-12—Thomas W. 
Green, M.D., Richlands 

Several important therapeutic agents, including 
Vitamin B-12, Folic Acid, Intravenous Saccharated 
Iron, etc., have been introduced in recent years in the 
treatment of anemias. A review of their use in 
general practice seems indicated. 


:10 A.M.—A GENERAL HospiTaAL ADMISSION 


X-RAY ProcraM—Alfred L. Kruger, M.D., 
Philip Parsons, M.D., and Joe Lee Frank, M.D., 
Norfolk 

A Photofluorograph, 70mm. X-Ray Unit, was in- 
stalled in Norfolk General Hospital in November, 
1947, to take chest x-rays of every admission into the 
hospital as well as of every new clinic patient. Many 
unsuspected pulmonary conditions have been found. 


:25 A.M.—THE VircINniIA STATE HEALTH DE- 


PARTMENT’S LEGISLATIVE PROGRAM FOR THE 
IRRADICATION OF TUBERCULOSIS—Mack I. Shan- 
holtz, M.D., Commissioner, and William F. Wag- 
ner, M.D., Director, Division of TB Control, 
Virginia State Department of Health. 

Active participation by general practitioners and 
internists is paramount to success of an all-out Tuber- 
culosis irradication campaign in Virginia. Contribu- 
tion can be augmented tremendously when appropriate 
facilities are made available locally. Functions of 


proposed regional chest clinic, as well as need for 


more sanatorium beds, are reviewed. 


Section B—Parlors D-E-F 


Snowden C. Hall, M.D., Danville, Presiding 


:30 A.M.—THE MopERN TREND IN THE SurR- 


GICAL TREATMENT OF FRONTAL SINUSITIS— 
George N. Thrift, M.D., Richmond 

Trephine opening of a frontal sinus involved in 
empyema with irrigation, supported by antibiotic 
therapy avoids radical sinus surgery. Sixteen cases 
will be presented by slides. 


9:50 A.M.—THE GENERAL PRACTITIONER’S ROLE 


IN THE PREVENTION OF BLINDNESS—E. G. Gill, 
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M.D., Roanoke 

Many people’s eye sight could be saved if it was 
pointed out to the general practitioners the early signs 
and symptoms of conditions which cause blindness. 


10:10 A.M. 
Recess to Visit Exhibits 


:30 A.M.—THE TREATMENT OF HyDROCEPHALUS 
—Charles E. Troland, M.D., Richmond 

Recent advances in the treatment of the various 
types of hydrocephalus are discussed. The importance 
of early diagnosis and treatment is stressed with 
emphasis on the probability of salvaging many of 
these patients. 


10:50 A.M.—MANAGEMENT OF CONGENITAL Hip 
DISLOCATION WITH Hour Gass CapsuLE Con- 
STRICTION—Joseph L. Platt, M.D., Lynchburg 

Discussion and presentation of cases having con- 
genital hip dislocation with hourglass constriction of 
the capsule: diodrast arthrography for diagnosis and 
Colonna Arthroplasty for treatment. 


:10 A.M.—Sarivary GLAND TumMors—A CLIN- 
1co-PATHOLOGIC Stupy oF 100 Cases—John L. 
Thornton, M.D., Gordon R. Hennigar, M.D., 
and Saul Kay, M.D., Richmond 

A study which reviews the cases of salivary gland 
tumors at the Medical College of Virginia Hospitals 
for the past twenty years. Both clirical and. patho- 
logical characteristics of the tumors are reviewed. 
A classification is presented. An attempt is made to 


correlate the histologic picture with the clinical 


course, 


:30 A.M.—MassivE HEMORRHAGE IN 
ULcer—M. K. King, M.D., Norfolk 


Severe hemorrhage from peptic ulcer should be 


PEPTIC 


considered primarily as a surgical rather than a 
medical problem. With adequate blood replacement 
early operation can be safely carried out with a 
greatly reduced mortality. 


Monday Afternoon, October 19 
2:00 P.M. 
Section A—Ballroom 


SYMPOSIUM ON DIAGNOSIS OF 
ARTHRITIS AND RELATED DISORDERS 


Alexander McCausland, M.D., Roanoke, Chairman 


CLASSIFICATION—Alexander McCausland, M.D. 

RHEUMATOID ARTHRITIS-—Elam C. Toone, M.D., 
Richmond 

FIBROCYTIS AND MISCELLANEOUS FORMS OF AR- 
THRITIS—Oscar Swineford, Jr., M.D., Char- 
lottesville 
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Gout—James C. Respess, M.D., Charlottesville 
DEGENERATIVE ARTHRITIS—Alexander McCaus- 
land, M.D. 


DISCUSSION 


Section B—Parlors D-E-F 
SYMPOSIUM ON ELECTROLYTES 


Sponsored by the Virginia Society for Pathology 
and Laboratory Medicine 


Arnold J. Rawson, M.D., Norfolk, Chairman 


:00 P.M.—ELECTROLYTE BALANCE AND DIstTRI- 
BUTION—Nelson F. Young, Ph. D., Richmond 


:20 P.M.—CavusEs AND TYPES OF ELECTROLYTE 
ImBALANCE—Edward D. Levy, M.D., Norfolk 


:40 P.M.—SomeE ASPECTs OF ELECTROLYTE IM- 
BALANCE IN MEDICAL PractTIcE—William Par- 
son, M.D., Charlottesville 


:00 P.M.—SomeE ASsPECtTs OF ELECTROLYTE IM- 
BALANCE IN SURGICAL PRrAcTICE—Stanley M 
Levenson, M.D., Richmond 


:20 P.M.—Discussion 


General Session—Ballroom 
3:30 P.M.—DIscussIon ON PROBLEMS OF BLUE 
Cross-BLUE SHIELD 


Monday Evening, October 19 
8:30 P.M. 
Ballroom 
Call to Order—-David S. Garner, M.D., Chairman, 
Committee on Arrangements 


Invocation 


Awarding of Certificates to Members in “Fifty Year 


Club” 


Presentation of Thomas H. Hunter, M.D., Dean, 


Scheol of Medicine, University of Virginia, Char- 
lottesville 


Memorial Hour—William R. Whitman, M.D., 


Chairman, Membership Committee 


Address by President 
Mannboro 


James L. Hamner, M.D., 


Presentation of President-Elect of the American 


Medical Association 
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Address by Dr. H. Sherman Oberly, President, Roa- 


noke College 


Tuesday Morning, October 20 
9:30 A.M. 


Section A—Ballroom 


10 


10 


:50 A.M.—NEWER 


:40 A.M.—Carp1ac 


:50 A.M.—PITFALLS IN DrAGNosis—R. 


CARDIOLOGY SYMPOSIUM 
William B. Porter, M.D., Richmond, Chairman 


:30 A.M.—RueEumMatTic Frever—Carolyn M. 


McCue, M.D., Richmond 


:40 A.M.—CoNnGENITAL HEART DISEASE—Lewis 


H. Bosher, Jr., M.D., Richmond 
THERAPEUTIC AGENTS— 


George B. Craddock, M.D., Lynchburg 


10:10 A.M. 
Recess to Visit Exhibits 


:30 A.M.—Coronary ARTERY DISEASE—Armi- 


stead Williams, M.D., Clifton Forge 


EMERGENCIES—Paul D. 


Camp, M.D., Richmond 


Earle 


Glendy, M.D., Roanoke 


11:00 A.M.—Guest Speaker—Robert L. King, M.D., 


Seattle, American 
Heart 


HEART DISEASE 


Washington, President of 
Association—RHEUMATIC FEVER AND 


:30 A.M. PANEL DiscussION OF CARDIAC PROB- 


LEMS—William B. Porter, M.D., Chairman; 
Members: Robert L. King, M.D., Carolyn M. 
McCue, M.D., Lewis H. Bosher, Jr., M.D., 
George B. Craddock, M.D., Paul D. Camp, M.D., 
Armistead Williams, M.D., and R. Earle Glendy, 
M.D. 


Section B—Parlors D-E-F 


9: 


OBSTETRICAL AND GYNECOLOGICAL 
SYMPOSIUM 


John R. Kight, M.D., Norfolk, Chairman 


30 A.M.—MANAGEMENT OF SURGICAL COMPLI- 
CATIONS IN PREGNANCY—Eric C. Schelin, M.D., 
Richmond 

Surgical complications are common in the normal 
pregnant woman. With an accurate diagnosis, indi- 
cated surgical corrections should proceed with dis- 
patch and can safely be carried out. 


:30 A.M.—Guest 


:00 P.M.—Guest 


:30 P.M.—REHABILITATION OF 


:20 P.M.—DIsaABILITy 
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9:50 A.M.—EMERGENCIES IN THE NEWBORN— 


McLemore Birdsong, M.D., and George Cooper, 
M.D., Charlottesville 

The importance of early physical examinations and 
symptoms in newborn infants for early diagnosis of 
conditions which by immediate medical and surgical 
care can be remedied or cured and the infants saved 
are pointed out in this paper. 


10:10 A.M. 
Recess to Visit Exhibits 
Speaker—Charles Hampton 
Mauzy, Jr., M.D., Professor of Obstetrics and 
Gynecology, Bowman Gray School of Medicine, 
Winston-Salem, North Carolina—OsstTeEtrIcs 
Now AND TWENTY-FIVE YEARS AGO 


:00 A.M.—PANEL Discussion 


Prurirus VutvaE—Chester L. 
Winchester 


Riley, M.D., 

Cervicitis—Henry C. Spalding, M.D., Rich- 
mond 

RETROVERSION OF THE UTERUS—J. M. Nokes, 
M.D., Charlottesville 

ENDOMETRIOSIS—Eugene S. Groseclose, M.D., 
Lynchburg 

REPORT OF MATERNAL HEALTH COMMITTEE— 
H. Hudnall Ware, M.D., Chairman 


Tuesday Afternoon, October 20 
2:00 P.M. 


Section A—Ballroom 


REHABILITATION SYMPOSIUM 
Roy M. Hoover, M.D., Roanoke, Presiding 


Speaker—Charles S. Wise, 
M.D., Professor of Physical Medicine and Re- 
habilitation, George Washington University 
School of Medicine, Washington, D. C.—THE 
REHABILITATION PROBLEM 


NEUROLOGICAL 
DisorpERS—Walter O. Klingman, M.D., Char- 
lottesville 


3:00 P.M.—EMOoTIONAL SIGNIFICANCE OF SEVERE 


TrauMA—Benedict Nagler, M.D., Washington, 
bp. €. 


Controt—Herbert W. 
Park, M.D., Richmond 
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3:35 P.M.—MAINTENANCE AND RESTORATION OF 
FUNCTION IN SEVERE TRAUMA—George A. Dun- 
can, M.D., Norfolk 


3:50 P.M.—PANEL DiscussION ON REHABILITA- 
TION OF VartoUS MeEpIcCAL CONDITIONS AND 
GENERAL PROBLEMS OF REHABILITATION 
A. Ray Dawson, M.D., Richmond, Moderator 


Heart DiseaseE—Reno R. Porter, M.D., Rich- 
mond 


D1aBETES—William R. Jordan, M.D., Richmond 
Geriatrics—John P. Lynch, M.D., Richmond 


PuLMoNARY—-John L. Guerrant, M.D., Char- 
lottesville 


AVAILABLE FACILITIES—Guest Speaker 
—Mr. Corbett Reedy, Supervisor, Vocational 
Rehabilitation, State Board of Education, 
Commonwealth of Virginia, Richmond 


Section B—Parlors D-E-F 


SYMPOSIUM ON LYMPHOMAS AND 
LEUKEMIAS 


Byrp S. LEAvELL, M.D., Charlottesville, Chairman 


2:00 P.M.—PANEL 
oF LYMPHOMA 
Byrd S. Leavell, M.D., Moderator 
Claude Forkner, M.D., Guest 


DIscuSSION ON TREATMENT 


PATHOLOGICAL ANATOMY As RELATED TO THE 
CLINICAL CoursE oF LyMpHOMA—James R. 
Cash, M.D., Charlottesville 


CHEMOTHERAPY OF LyYMpHOMA—-H. St. George 
Tucker, M.D., Richmond 


IRRADIATION THERAPY OF LyMPHOMA—Allen 
Barker, M.D., Roanoke 


DISCUSSION 


3:45 P.M.—Guest Speaker—Claude Forkner, M.D., 


New York, N. Y.—ApDvANCES IN LEUKEMIA 


4:00 P.M. 
House of Delegates—Parlors D-E-F 


6:00 P.M. 
Cocktail Party 


7:00 P.M. 
Banquet and Entertainment 


Installation of Vincent W. Archer, M.D., 
as President 
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Wednesday Morning, October 21 
9:30 A.M. 
Section A—Ballroom 
W. C. WELBuRN, M.D., Arlington, Presiding 


9:20 A.M.—AMERICAN Rep Cross BLoop Pro- 
GRAM—Howard H. Montgomery, M.D., Director, 
Blood Program, American Red Cross, Eastern 
Area, Alexandria 


9:30 A.M..—HEREDITARY TREMOR: Its CHARAC- 
TERISTICS AND DIFFERENTIAL DIAGNOSIS FROM 
More Serious DisorpErs—Cary Suter, M.D., 
Charlottesville 

Hereditary tremor is a common but benign disorder, 
characterized by trembling of the hands and some- 
times of the head. Cases are presented and the dif- 


ferential diagnosis from conditions such as hyper- 
thyroidism and Parkinsonism is discussed. 


9:50 A.M.—SoME SKIN MANIFESTATIONS OF IN- 
TERNAL DiIsoRDERS—E. FE. Barksdale, M.D., 
Washington, D. C., Commander John W. Wal- 
ters, M.D., U.S.N., and Lt. j.g. A. O. Kern, 
M.D., U.S.N.R., Bethesda, Maryland 


This is a presentation of some of the skin manifes- 
tations of internal disorders as seen by the general 
practitioner. It will be illustrated by lantern slides. 


:15 A.M.—-THE Heart AND GALL BLADDER Dts- 
EASE—Julian Beckwith, M.D., Harry Yates, Jr., 
M.D., Preston Lowrance, M.D., and J. Edwin 
Wood, Jr., M.D., Charlottesville 


For years gall bladder disease with gall stones has 
been recognized as an exciting factor in paroxysmal 
tachycardia, paroxysmal auricular flutter, and par- 
oxysmal auricular fibrillation in certain individuals. 
In addition, the relief of anginal pain following the 
removal of gall stones has been shown to be dramatic 
in some patients. Surgical risk in these coronary heart 
disease patients will be described and the incidence of 
gall stones in coronary disease patients compared 
with the incidence of gall stones in general. 


Section B—Parlors D-E-F 


Snowden C. Hall, M.D., Danville, Presiding 


9:20 A.M.—A Review oF RECENT ADVANCES IN 
RapicaAL PELVIC SURGERY AND A REPORT OF 
THREE Casrs-—John L. Harris, Jr., M.D., Hugh 
H. Trout, Jr., M.D., Horace A. Albertson, M.D., 
and Alfred P. Jones, M.D., Roanoke 

A review of the literature dealing with radical pel- 


vic surgery is given. Three cases are reported who 
have had radical pelvic surgery at this hospital. Two 
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are quite comfortable. The third patient has urinary 
incontinence. 


9:40 A.M.—Fat Emspo.tismM—H. Rowland Pear- 
sall, M.D., and Edgar N. Weaver, M.D., Roa- 


noke 

This paper presents two illustrative cases of fat 
embolism, with a review of the literature and discus- 
sion of the possible mechanisms of this condition. 


9:55 A.M.—SuRGERY OF THE BiLiary TRACT— 
Frank S. Johns, M.D., Richmond 
The essayist is reporting the results of 1875 cases 
operated on for disease of the biliary tract, surveying 
the recent literature on Biliary surgery in some detail, 
discussing some of the pitfalls that may occur at 
operation and making suggestions how they may be 
avoided. 


10:15 A.M.—CarcINOMA OF THE RIGHT CoLON— 
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T. Dewey Davis, M.D., and Samuel W. Budd, 
Jr., M.D., Richmond 

Since cancer of the right colon is most amenable to 
surgery, the authors review the symptoms of these 
lesions with illustrations from their own cases with 
the hope that an earlier diagnosis may be possible. 


11:00 A.M. 
General Session—Ballroom 
CLINICOPATHOLOGICAL CONFERENCE 
Kinloch Nelson, M.D., Richmond, Moderator 


Announcements 


Adjournment 


All papers and contributions are the property of the 
Society and cannot be published elsewhere without the 
consent of the Publication Committee. (By-Laws, Art. 
III, Sec. 7.) 





Emergency! 


MepicaL CALL Sys1EMS SEEN As VALUABLE A1Ds TO IMPROVE 
M.D.’s Pustic RELATIONS 


From a public relations standpoint emergency medical call systems are mighty 
important, so says the American Medical Association. Adverse publicity in 
various parts of the country, Virginia included, regarding the difficulty of 
obtaining a physician in an emergency has prompted the AMA to take cog- 
nizance of this criticism by urging state and county medical societies to take 
steps to correct any deficiencies which exist. 

While it is readily recognized by the profession that so-called emergencies 
are not always emergencies at all, the hysteria associated therewith by the 
family involved and that family’s friends becomes very real, too often am- 
plified all out of proportions to the facts. Physicians sensing these scmetimes 
needless summonses are at times reluctant to make calls. 

The doctor, however, cannot escape censure in the public eye by pointing 
to the unreasonableness of the demands made upen him. That is just one of 
the hazards of the profession. Good judgment and tact are called for, and 
even then there is always the unexpected incident, which can do a great deal 


of harm from a public relations point of view. 
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MEDICO-LEGAL NOTES 


Consent to Surgical Operation* 


Infringement of the right of freedom from in- 
terference with the person constitutes the tort of tres- 
pass to the person. Were it not for the element of 
consent, every surgeon would be liable to such an 
action for each operation. 

The general rule of law is that when a patient 
is in full possession of his faculties and in such 
physical health that he is able to be consulted about 
his condition, consent is a prerequisite. Consent will 
normally be presumed if there is voluntary submis- 
sion to the operation unless there has been a false 
misrepresentation as to the type or extent of the 
surgery. 

It is well settled that the operation must conform 
substantially to that to which consent was given. 
However in emergencies, that is to say, where the 
patient is unconscious and incapable of forming a 
valid consent, the law confers a very wide discretion 
on doctors, probably on the ground of public policy. 

The view that the consent of the husband is nec- 
essary in operations on the wife, especially if they 
would involve her sterility, is quite erroneous. 

Whenever possible the consent of the parent or 
guardian of an infant is necessary unless there is an 
emergency. It should be noted however that failure 


of the parent or guardian to give consent may amount 


*Contributed by Dr. Geoffrey T. Mann, Chief Medical 
Examiner, Commonwealth of Virginia, Richmond, Va. 





to neglect within the meaning of the Statute. 


Where an adult patient, conscious and able to give 
consent refuses to submit to operation, no matter 
how serious his condition, he is acting within his 
rights and operations in the face of his refusal will 
make the surgeon liable even though he effects a 
salutary result. In such cases the situation is not 
changed by the patient becoming comatose. 

“Blanket” consents so commonly in use are to 
be condemned. The consent should specifically and 
unequivocally authorize the surgery which is to be 
performed. The obtaining of proper consent is the 
physician’s responsibility. 

In Bennan v. Parsonett a surgeon operating for 
hernia of the left side found the right side in worse 
Held justified by 


being of the same nature as consented to. 


condition and operated thereon. 


In Rolater v. Strain a young woman consented to 
an operation on her toe provided that no bones were 
removed. ‘The removal of a sesamoid was held to 
be assault and battery. 

Extreme caution is urged in operations where 
sterility is likely to result. Wherever possible the 
likelihood of such a procedure should be visualized 
and the patient’s express consent should be obtained. 

One should always recall that doing “What is 
good for the patient” may fail absolutely as a defense 


to a legal action. 
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MENTAL HEALTH 


JosepH E. Barrett, M.D. 
Commissioner, Department Mental Hygiene and Hospitals 


Inter-Agency Relationships* 

A community mental hygiene clinic by its very 
name implies that it seeks to meet the needs of a 
community with its specialized psychiatric service. 
It offers its services to a community as a whole 
but more specifically to three agencies: the social 
agencies, the schools, and the courts. Each one of 
these agencies performs a very specialized function 
and in turn each needs a different type of service 
from a community clinic. A community mental hy- 
giene clinic makes every attempt to meet the needs 
of the agencies in practices which are consistent with 
good psychiatric principles. 

A community mental hygiene clinic usually offers 
three different types of services: diagnosis, consulta- 
tion, and full treatment. In the first two of these, 
diagnosis and consultation, the help is primarily to 
agencies and individuals other than directly to the 
patient. This is carried out when an agency wants 
help in understanding a child and his ability, such 
as would be given in a pre-placement or a pre- 
adoption psychological study. Following the psy- 
chological examination there may be interviews with 
the social worker and with relatives before a clinic 
would give the type of help that is needed in formu- 
lating further plans, such as whether or not a foster 
home or an institution placement is a better setting 
for a child. In the latter instance, this service might 
be considered a consultation service because of the 
continuing contact between a clinic and the agency 
or foster parents. 
is directed primarily to the individual, who is usually 


In a treatment case, the service 


seen once a week, though if the problem is more 
It is 
here in a community mental hygiene clinic that the 
While 
the psychiatrist sees the patient, the social worker 


acute there would be more frequent contacts. 
traditional “team” approach is carried out. 


sees the other individuals concerned in the case at 
the same time so that the whole family situation is 
studied and all concerned in the problem are given 
help. The social worker will probably make con- 
tacts with the schools, with the courts, or with the 
employers, if this seems indicated in any given 
case. The treatment service usually means that a 


*Article prepared by William H. Kelly, M.D., Director, 
Memorial Guidance Clinic, Richmond, Virginia. 








case referred from another agency is turned over 
entirely to a mental hygiene clinic for handling 
unless there is some specific reason why an agency 
remains active, such as financial or protective help. 
In making a referral to a community mental hygiene 
clinic, it is very important that an agency seeking 
the help of the clinic give some idea of the type of 
service they desire. Not infrequently, as the case 
is going through the preliminary exploration at a 
clinic, it is found that it is necessary to modify the 
type of service requested of a clinic, such as a case 
coming in for diagnosis may be found to be in need 
of full treatment. A clinic usually calls the agency 
in for consultation if they feel that a different type 
of service is indicated. 

Of the three community agencies mentioned, the 
Juvenile Court is usually the one which has the 
greatest time factor involved. Cases referred from 
the Court usually have a date set for a hearing and 
all possible reports should be before the Judge at the 
time of the hearing. Emergency requests are usually 
granted, but because of the limited time for study, the 
reports are necessarily limited in scope. Child 
placement and adoption agencies have considerably 
more time and can give a clinic an opportunity to 
give adequate study to any given situation. Adoptive 
cases usually have a year during which the child 
stays with the foster parents before any decision is 
finally reached. Child placement agencies again can 
usually give a clinic an adequate period of time for 
study before any report is made, though quite fre- 
quently there is considerable urgency in child place- 
ment and the study may be deferred until after the 
placement is made. The schools, if they have any 
understanding of clinic function, usually are able 
to go along with a clinic at a rate which is con- 
sistent with good psychiatric practice. 


A clinic in any community must carry out a con- 
tinuous program of interpretation of its services. In- 
corporated in this program of interpretation must 
also be the interpretation of the limitation of a com- 
munity mental hygiene clinic. There is frequently 
the mistaken idea that a mental hygiene clinic has 
the answer to every problem presented to it and that 
it can satisfactorily treat every situation referred to 
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it. Medical science does not have the answer to all 
inedical questicns. This applies in psychiatry as 
well as general medicine. There are those cases 
which are untreatable and certainly many which are 
untreatable within the framework of a mental hy- 
giene clinic. Clinics are not substitutes for mental 
hospitals, homes for the aged, detention homes or 
jails. Parents, relatives and agency workers often 
expect a clinic to act as a substitute for one or many 


of these mentioned.” A clinic cannot be expected to 


assume the responsibility for dealing with psychotic 
or near-psychotic patients. The neurotic character 
or so-called “psychopathic personality” is another 
category where psychiatric treatment on an outpatient 
basis has little to offer. These patients usually re- 
The 
child of limited intelligence is frequently referred 


quire some type of controlled environment. 


to a clinic and parties concerned expect a treatment 
program to be instituted because he cannot go on in 
school. Here, a diagnosis with recommendations is 
the best that a clinic has to offer. These cases are 


primarily educational and _ vocational problems. 
Many organic problems, such as birth injuries, in- 
fantile paralysis, or heart cases have minor emo- 
tional problems which are a part of the disorder it- 
self and, hence, do not lend themselves too well to 
psychiatric treatment. This is just a partial list 
of the many types of cases that come to a clinic for 
treatment where a clinic, at best, can only give diag- 
nostic or consultation services. 

A clinic makes every possible attempt to give ade- 
quate reports to the sources of referral concerning the 
work that is being done. It is of great importance 
for agencies to remember that these reports are all 
privileged communications and technically can only 
be given with the permission of the patient or the 
Reports can be made by telephone, but 


there is always the danger that parts of such reports 


parent. 
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may be omitted or misinterpreted. It is best to report 
as little as possible by telephone and then always 
Written re- 
ports can often be misused, especially by inexperi- 


follow the telephone report by a letter. 


enced workers, and information not intended for 
parents or patients is given to them by the direct 
The most abused 


of all reports is the result of the psychological tests, 


handing over of a written report. 


especially when it is given to a parent, a teacher, 
or directly to a patient. Experience has shown that 
a conference with all interested parties is the best 
At first sight this seems to 
be a waste of time of many busy people, but in the 


possible type of report. 


end it makes for the best possible use of the results 
of a clinic’s study or the result of clinic treatment. 
Presentation of cases at staff conferences where all 
interested workers are present is also a good method 
of reporting and especially of interpreting clinic 
operation and clinic function. 

In summary, a community mental hygiene clinic 
makes every possible effort to meet the psychiatric 
needs of a community. It can best meet the needs, 
particularly of agencies, if the agencies indicate the 
type of service they are seeking. A community clinic 
cannot treat all cases that come to its attention for 
the simple reason that there are some cases Classified 
as untreatable. A clinic, by reason of its extra- 
mural treatment program, is limited in the types of 
psychiatric treatment that it can give. The indi- 
viduals in a community mental hygiene clinic are 
constantly interpreting the work of the clinic to the 
community by means of lectures, institutes or dis- 
cussion groups. The staffs of clinics are usually 
available for such educational programs and are 
willing to provide speakers for agency staffs, school 
groups, or for individual meetings of community 


groups. 
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Mack I. SHANHOLTz, M.D. 


State Health Commissioner of Virginia 


Infectious Hepatitis 


The fact that infectious hepatitis is endemic in 
Virginia is undeniable. There are certain parts of 
the state from which reports of this disease are reg- 
ularly being made and in sufficient numbers to war- 
rant attention. Usually it is divided about equally 
between urban and rural sections, but in Virginia it 
is most frequently reported from rural or semi-urban 


areas. 

The cause of the disease is a filterable virus which 
The natural 
The 
incubation period is from 15 to 40 days, averaging 


is resistant to heat and to chlorination. 
transmission is through the fecal-oral route. 
about 25 days. It is most common among children 
and young adults and the incidence declines with 
advancing years. The seasonal incidence is highest 
in the autumn and in early winter. It may be divided 
into three stages, the prodromal or pre-icteric, the 
The onset 


icteric, and the convalescent. may be 


gradual or sudden. There is an elevation of tem- 
perature, anorexia, nausea with or without vomiting, 
fatigue, general malaise, headache, abdominal dis- 
comfort especially in the right upper quadrant where 
there may be percussion tenderness, post-cervical 
adenopathy and splenomegaly. ‘There is generally 
leucopenia with relative lymphocytosis. In a few 
days the fever subsides and bile may be detected in 
the urine and jaundice may be recognizable. There 
are subclinical cases in which jaundice never ap- 
pears. Occasionally chronic impairment of liver 
function results. The period of convalescence may 
be prolonged and relapses may occur if the patient 
does not avoid fatigue and take sufficient rest. The 
period of communicability is unknown; the virus 
may be present in the blood before the onset of the 
disease ‘is clinically recognized. It is advisable to 
regard the stools as potentially infectious for at least 
one month after onset. 

To prevent the spread of the disease good com- 
munity sanitation and personal hygiene should be 


observed, with particular emphasis on sanitary dis- 


posal of respiratory discharges and feces. Procedures 


that tend to interrupt the fecal-oral route should be 


carried out. Measures directed to fly abatement 


should be undertaken. Food receptacles should be 
sterilized, infected food handlers should be elim- 
inated and every precaution should be taken to pre- 
food, water and milk 


vent the contamination of 


supplies. To prevent the development of hepatitis 
in close contacts, gamma globulin should be given; 
as little as 0.01lcc per pound of body weight has 
been found to be effective. A maximum dose of 
2cc of gamma globulin is considered to be sufficient: 

Serum hepatitis is caused by a virus which is 
distinct from that causing infectious hepatitis. One 
attack of infectious hepatitis apparently confers im- 
munity but does not protect the patient from con- 
tracting serum hepatitis. The incubation period of 
serum hepatitis is long and the virus is present in 
the circulating blood during this stage as well as 
It is difficult to 
distinguish serum hepatitis from infectious hepatitis. 


in the active stage of the disease. 


A history of having received a blood transfusion 2 
to 6 months previously is suggestive. A group of 
cases among patients in a clinic where parenteral 
therapy is employed would definitely arouse sus- 
picion. The use of gamma globulin does not pre- 
vent the development of serum hepatitis. 


In both infectious and serum hepatitis proper 
technique should be used to prevent possible trans- 
mission through the administration of blood or blood 
It is an official 


requirement by the Laboratory of Biologic Control of 


products from an infected donor. 


the Public Health Service that all human plasma 
and serum intended for use in human beings be 
suitably exposed to ultra-violet light radiation to 
All needles and 
hypodermic syringes and stylets for finger puncture 


insure the destruction of the virus. 


should be rinsed and cleaned carefully prior to ster- 
ilizing between patients by boiling or autoclaving 
for 15 minutes. 

While gamma globulin is available for the pro- 
tection of contacts of cases of infectious hepatitis, 
the supply for this purpose is included in the allot- 
ment for protection against measles or for modifica- 


tion of this disease, and the total amount granted 
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for these purposes has been reduced this year by 
approximately 50%. Physicians are therefore urged 
to use no more than they actually need. 


MONTHLY REPORT OF THE BUREAU OF 
COMMUNICABLE DISEASE CONTROL 


Jan.- Jan.- 

June June June June 

1953 1952 1953 1952 

Brucellosis _ _----~- 6 4 26 13 
Diarrhea & Dysentery . 66 462 1108 
Diphtheria  _.---~--- : s 2 2 51 46 
Hepatitis ____-- ae 132 59 1229 362 
eee aioe 546 1698 4119 14747 
Meningitis (Meningococcic) 7 15 128 125 
Poliomyelitis —~~-- ibe 17 9 36 20 
Rocky Mountain Spotted Fever 14 13 22 22 
Scarlet Fever ___--- etc ae 64+ 600 516 
a 0 2 15 28 
Typhoid and Paratyphoid _- 3 13 25 34 
Rabies in Animals 5 Seca: 39 262 310 

BOOKS 


The Epidemiology of Health. A New York Academy 
of Medicine Book. IAGO GALDSTON, M.D., Editor. 
Health Education Council, New York. 1953. ix-197 
pages. Cloth. Price $4.00. 


The Psychology and Psychotherapy of Otto Rank. An 
Historical and Comparative Introduction. By FAY 
B. KARPF, Ph.D. Philosophical Library, New York. 
1953. x-129 pages. Cloth. Price $3.00. 


By J. LOUISE DESPERT, M.D. 
1953. 


Children of Divorce. 
Doubleday and Company, Inc., New York. 
282 pages. Cloth. Price $3.50. 


Therapeutics In Internal Medicine. By Eighty-Four 
Authorities. Edited by Franklin A. Kyser, M.D., 
F.A.C.P., Assistant Professor of Medicine, North- 
western University Medical School, Chicago; At- 
tending Physician, Evanston Hospital, Evanston, 
Illinois. Second Edition. Completely Revised and 
Reset. Paul B. Hoeber, Inc., New York. 1953. 
xxi-830 pages. Cloth. Price $15.00. 


Synovial Fluid Changes in Joint Disease. by MARIAN 
W. ROPES, M.D., Associate Physician, Massa- 
chusetts General Hospital, Assistant Clinical Pro- 
fessor of Medicine, Harvard Medical School; And 
WALTER BAUER, M.D., Chief of Medical Services, 
Massachusetts General Hospital, Jackson Professor 
of Clinical Medicine and Director of Robert W. 
Lovett Memorial Foundation for the Study of Crip- 
pling Diseases, Harvard Medical School. Published 
for the Commonwealth Fund by Harvard Uni- 
versity Press, Cambridge, Massachusetts. 1953. 
xvi-150 pages. Illustrated. Cloth. Price $4.00. 


This monograph deals with the normal and ab- 
normal contents of the synovial cavities. The study 
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is based upon twenty years of observations on syno- 
vial fluid. The book should be in the library of all 
orthopedists and physicians dealing with the dis- 
eases of joint. 

F.M.H. 


From A Doctor’s Heart. By EUGENE F. SNYDER, 
M.D. With a Foreword by Paul Dudley White, M.D. 
Philosophical Library, New York. xvii-251 pages. 
Price $3.75. 

From a Doctor's Heart is written primarily for 
the layman, but the physician will find it interesting 
because of the reflections upon illness, hospitals, 
doctors, specialists as seen by the patient. Virtually 
all technical terminology is adequately simplified for 
understanding of medical concepts by the layman. 
Much more than a discussion of heart disease is 
woven into the content of the book. This mixture 
of subject matter involving the author’s illness, poli- 
tics, social problems, international problems, etc., 
imparts a rambling character to the discussion, but 
the transitions are not distracting, and the reader is 
rewarded in finding numerous worthwhile pointers 
on the philosophy of life and of living. Perhaps it 
is this wandering conversationalist style, in part, 
which makes the book engaging. The reader feels 
he has enjoyed a friendly and instructive chat with 
one who speaks with first-hand knowledge about 
adjustment to bodily illness and to social, political, 
religious, and ideological intolerances. Layman and 
physician alike may enrich his own philosophy of 
life by pondering the words of one whose closeness 
with death stimulated introspection on the meaning 
of living. 

H.F.F. 


Pheochromocytoma and the General Practitioner. By 
JOSEPH L. DECOURCY, M.D., and CORNELIUS 
B. DECOURCY, M.D. DeCourcy Clinic, Cincinnati, 
Ohio. 1952. Cloth. 


This book of 165 pages stresses the need to rule 
out the possibility of pheochromocytoma in every per- 
son with hypertension of either the persistent or in- 
termittent type. The need to do so is great, since 
pheochromocytoma is one of the causes of hyperten- 
sion which can be treated with success through sur- 
gery. 

Included in the book are the symptoms and signs, 
recent diagnostic tests, pathophysiology, surgical con- 
siderations and a bibliography of 361 references. 

The pages are read with ease. 
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EDITORIAL 


George Alexander Otis (1830-1881) 


OR years I have admired. the lovely portrait of a boyish head that hung high up 

on the east wall of the reading room of the Army Medical Library. When waiting 
for books or for an inspiration, my gaze would unconsciously wander to the beautiful 
face. Col. Harold Wellington Jones (Ann. M. Hist. 1937, n.s., IX, 517.) writes that 
the portrait was painted by Thomas Sully when Otis was twelve years old. How it 
came into the possession of the Library or how it came to be painted Col. Jones was 
unable to find out. 

George Alexander Otis was born in Boston November 12, 1830 and died in Wash- 
ington February 23, 1881. He was descended from a cultured New England family. 
His great grandfather, Ephraim Otis, practiced medicine at Scituate, Massachusetts. 
His grandfather, George Alexander Otis, lived in Bostcn, reti.ed early from com- 
mercial pursuits and devoted himself entirely to books, translating Botta’s Guerra 
dell’ indipendenza americana. His father, also named George Alexander, was a 


wv 





GEORGE ALEXANDER OTis, M.D. 


Courtesy of Col. Harold W. Jones 
In Annals of Medical History 
November 1937 


graduate of Harvard and a lawyer. On February 9, 1830 he married Anna Maria 
Hickman, daughter of Harris Hickman of Newton, Massachusetts, who was born in 
Front Royal, Virginia. We know nothing of the appearance cf Anna Maria but, after 
seeing the Sully portrait of her only child, we can readily believe that she shared the 
well-known pulchritude of the Valley-of-Virginia Hickmans. 
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Young Otis was a delicate child. In less than a year his father died of consumption 
and his up-bringing devolved entirely upon his mother. He was educated at the Boston 
Latin School and at the Fairfax Institute in Aletandria, Virginia. In 1846 he entered 
the sophomore class at Princeton and graduated A.B. in 1849. At Princeton he was 
a quiet, reserved student, much given to literature and poetry and especially to French 
literature. He wrote the graduation poem for his class. 

Having determined upon medicine, he began his studies in the office of Dr. F. H. 
Deane in Richmond, the city in which his mother was then living. In the fall of 1849 
he matriculated in the Medical Department of the University of Pennsylvania and he 
graduated with the M.D. degree in 1851. The following autumn and winter he spent 
in Paris and devoted much of his time to the clinical teachings of the great French 
masters and to watching the operations of Nelaton, Malgaigne, Jobert de Lambelle, 
Roux and Velpeau. The fighting across the barricades in the coup d'état of ’51 
afforded Otis some practical lessons in military surgery. He also took a great interest 
in the stirring French politics and wrote a series of letters on the subject for the 
Boston Evening Transcript. 

When he returned to America in the spring of 1852, Princeton conferred upon him 


the Master of Arts degree. He began the practice of his profession in Richmond and 


in 1853 we find him reporting a successful extirpation of an enlargement of the isthmus 
of the thyroid, the first of such operations to be reported in Virginia. The medical 
profession was being reorganized and Otis took an active part. He represented The 
Medical Society of Virginia at the 1852 and 1853 meetings of the American Medical 
Association. He also started the publication of a medical magazine, the Virginia 
Medical and Surgical Journal, the first number of which appeared in April 1853. The 
Stethoscope and Virginia Medical Gazette, owned and edited by Dr. Philip Claiborne 
Gooch, had been running since January 1851. Patronage was of necessity limited 
and competition was keen and bitter. The Medical Society of Virginia purchased Dr. 
Gooch’s journal for its official organ, but sold it at auction in 1855. The two journals 
were then amalgamated under the title of the Virginia Medical Journal and the first 
number with the new title appeared in January 1856. 

Dr. Otis’ journal had also undergone some changes. At first the entire financial 
responsibility was his. Dr. H. L. Thomas was associate editor but had no financial 
interest in the Journal. He resigned within a year and his place was taken by Dr. 
James B. McCaw who also became part owner. In May 1854 Dr. J. F. Peebles of 
Petersburg became an editor with Dr. McCaw, and Dr. Otis retired from active par- 
ticipation in its direction, becoming corresponding editor. In the summer of 1854, 
Dr. Otis moved to Springfield, Massachusetts and began again the practice of medi- 
cine. He kept his position with the Journal until it stopped publication. The outbreak 
of the Civil War put an end to the Virginia Medical Journal and also to Otis’ private 
practice. 

He received the appointment of surgeon to the 27th Regiment of Massachusetts 
Volunteers and was mustered into service September 14, 1861. He was with his Regi- 
ment on Roanoke Island and at the battle of Newbern. In September 1862 he went 
as medical officer in charge of the steamer “Star of the South” with sick and wounded, 
from Newbern, N. C. to New York. In 1863 he served on detached duty in the Depart- 
ment of the South. This proved to be important to Otis for it brought him in contact 
for the first time with the high command in medicine. While on this service he 
attracted the attention of the Medical Director, Surgeon Charles H. Crane, U.S. Army. 
In 1864 he was again detached and ordered to Yorktown to assume the duties of 
surgeon-in-chief of General Wistar’s command and later to a similar position witlr 
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General Heckman’s division near Portsmouth. In May he received a sick leave for 
fifteen days and this was extended for thirty days. At the end of his sick leave, he 
resigned as surgeon of the 27th regiment and received an appointment as Assistant 
Surgeon U.S. Volunteers. 

(‘pon the recommendation of Surgeon Crane, who was then on duty in the Surgeon- 
General’s Office, Otis was assigned as an assistant to Surgeon John H. Brinton who 
was engaged in collecting materials for the Surgical History of the War of the Re- 
bellion. In August 1864, Otis was promoted to the rank of Surgeon of Volunteers and 
was ordered to relieve Surgeon Brinton of the various duties. He inaugurated a system 
of record books which proved of great service in securing the accurate and complete 
record of individual cases for use in the Surgical History. He also expended much 
time on the surgical collection of the Army Medical Museum. In order to secure 
appropriation for the publication of “Medical and Surgical History of the War”, the 
Surgeon-General directed Otis and Woodward, who had charge of the medical aspects 
of the history, to make reports on the extent and nature of the materials they had 
collected. These appeared in November 1, 1865 as “Circular No. 6, a quarto volume 
166 pages with a number of illustrations.” It was widely distributed and excited ad- 
miration of military surgeons in Europe as well as in America. This was the begin- 
ning of the great ‘Medical and Surgical History of the War of the Rebellion” which 
appeared volume after volume from 1870 to 1888. Otis wrote the first two surgical 
volumes and was at work on the third when he died. The third volume was completed 
by D. L. Huntington in 1883. 

Otis had been promoted to surgeon in the Army with the rank of major in 1880. 
He was foreign member of the Medical Society of Norway (1870), corresponding 
member of the Surgical Society of Paris (1875), and a honorary life member of the 
Massachusetts Medical Society (1877). He was also a member of the Philosophical 
Society of Washington, and of the Academy of Natural Sciences of Philadelphia. His 
fondness for polite literature continued throughout life, and he had considerable taste 
for music and the fine arts. These qualities made his companionship charming to 
those who enjoyed his intimacy. In ordinary conversation with strangers he appeared 
embarrassed unless the conversation were connected with his work. 


Medicolegal Notes 


In this issue appears the first of a series of articles on medicolegal topics of current 


interest. The material will be presented in a concise manner and is being prepared 


by Dr. Geoffrey Mann and his assistants at the office of the Medical Examiner and by 


Dr. Whitmore of the University of Virginia. Readers of the MoNTHLY are urged to 
write in to the editor or to Dr. Mann, 404 North 12th Street, Richmond, and suggest 


topics which they would like discussed. 
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NEWS 


Our Annual Meeting. 

The 106th Annual Meeting of The Medical So- 
ciety of Virginia will be held in Roanoke from Oc- 
tober 18-21. Headquarters will be the Hotel Roa- 
noke. 

Once again, a most complete scientific program 
has been arranged with papers on many subjects 
and panel discussions of unusual interest. You will 
want to study carefully the preliminary program ap- 
pearing in this issue. 

The exhibits, both scientific and technical, will be 
one of the real features of this meeting. All ex- 
hibits will be located in the exhibit hall (just off 
the main garage), and physicians are urged to spend 
as much time as possible with them. Valuable reg- 
istration prizes are an additional inducement. 

The cocktail party and banquet on Tuesday even- 
ing will once again highlight the meeting’s social 
activities. Something different and unique in the 
way of entertainment has been planned, and you are 
advised to make definite plans right now to attend. 

Unfortunately, the Hotel Roanoke is unable to ac- 
commodate all who will attend. However, the Pat- 
rick Henry and the Ponce de Leon are both excellent 
hotels and within a few blocks of the Roanoke. For 
those who prefer inns and motel courts, there is a 
nice selection from which to choose. 

Make your plans now—October 18-21. It is your 


meeting! 


Wise County Medical Society. 

The June meeting was held on the 10th, follow- 
ing a social and get-together hour. Dr. R. N. Shelley 
of Norton presided and Dr. Joseph A. Ledogar of 
Norton acted for Dr. Tudor as secretary. Dr. 
Delmas B. Jones and Dr. John H. Dellinger, both 
of Norton, were received as members, following 
which the guest speakers were introduced. These 
were Drs. Richard Sexton, John Casterson and 
Martin Davis, all of Knoxville, Tenn., who spoke 
on Psychosomatic Medicine as it pertained to va- 
rious specialties. Following these was further dis- 
cussion of the Tumor Clinic possibly to be located 
Several members of the committee being 
Adjournment followed. 


in Norton. 
absent, no action was taken. 


Montgomery Medical Society. 
St. Albans Sanatorium, Radford, was host to this 
Society at its regular spring meeting on April 29. 


The physicians of Pulaski County were also invited. 
Dr. Ford Lucas of Blacksburg, the President of 
the Society, presided at the business meeting. The 
following officers were elected for the coming year: 
Dr. R. H. Grubbs, Christiansburg, President; Dr. H. 
R. Hartwell, Radford, Vice-President; and Dr. D. 
D. Chiles, Radford, Secretary-Treasurer, re-elected. 
Dr. A. M. Showalter of Christiansburg was elected 
to honorary membership in recognition of his many 
years of service to the Society. Mr. John Walker, 
Attorney of Roanoke, Virginia, gave a very timely and 
informative talk about certain legal problems in med- 
icine. 
News from the Medical College of Virginia, 

Richmond. 

The one hundred sixteenth Commencement was 
held on June 2, 1953 with 334 in the graduating 
classes: 100 in medicine, 50 in dentistry, 56 in 
pharmacy, 57 in nursing, 39 in physical therapy, 
7 in hospital administration, 19 in medical tech- 
nology and 6 master of science degrees: 4 in bio- 
chemistry, 1 in biology and 1 in legal medicine. At 
this time honorary degrees of Master of Humane 
Letters to Dr. Jack Walter Witten, Doctor of Laws 
to Colonel Richard Henry Eanes, and Doctor of 
Science to Dr. Richard Hugh Wood were awarded. 


Gifts and grants from July 1, 1952 to July 1, 1953 
total $872,383.81. 


The Wood Memorial Dental Building, now under 
construction, is scheduled for completion in August. 
On March 30 at ten o’clock in the morning the corner 
stone for the new building was laid with simple 
ceremonies. 


Dr. Isaac A. Bigger, professor of surgery, was 
made President of the Southern Surgical Associa- 
tion. 


Dr. Lynn D. Abbott, Jr., associate professor of 
biochemistry, has been invited to act as chairman 
of the session on Detoxication and Related Topics 
at the spring meeting of the American Society of 
Biological Chemists in Chicago. 


Dr. George W. Thorn, Hersey Professor of the 
Theory and Practice of Physic, Harvard University 
Medical School, delivered the sixth annual Stone- 
burner lecture on March 6. 
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Dr. H. Hudnall Ware, Jr., professor of obstetrics 
and gynecology, was elected president of the South 
Atlantic Association of Obstetrics and Gynecology 
at its meeting in Havana, Cuba. Doctor Ware has 
been made chairman of the section of gynecology of 
the Southern Medical Association. 


Dr. Allan Forbes, who was graduated from the 
school of medicine this year, was recognized for 
his outstanding record by being awarded the A. D. 
Williams Scholarship prize and also the William 
Branch Porter prize. 


Dr. Ebbe Curtis Hoff, professor in neurological 
science and lecturer in physiology, was awarded a 


degree of doctor of medicine from Oxford Univer- 
sity in recognition of his outstanding medical re- 


search. 


Dr. George Zur Williams, director of cancer re- 
search at MCV, has been granted a leave of absence 
for one year to organize a department of clinical 
pathology for the National Institutes of Health at 
Bethesda, Maryland. During the year he will con- 
tinue his fundamental studies in cancer as an as- 
sociate in the National Cancer Institute. 
A. Leone will act as head of the department in Doc- 
tor Williams’ absence. 


Dr. Louis 


The Virginia State Board of Medical Ex- 
aminers, 

At its semi-annual meeting in Richmond, June 
17, re-elected Dr. C. L. Riley of Winchester as pres- 
ident; Dr. G. B. Setzler of Pennington Gap as vice- 
president; and Dr. K. D. Graves of Roanoke as sec- 
retary-treasurer. 


Dr. L. B. Hudson, 

Who has been with the State Health Department 
since May 1, 1953, was assigned as Director of the 
Henry-Martinsville-Franklin Health District on 
July 1. Offices are at Martinsville and at Rocky 
Mount with Martinsville as headquarters. 


American College of Chest Physicians. 

The meeting of the association in New York City, 
May 28-31 surpassed all previous records of the 
College for attendance, there being approximately 
1,500 to register, including 1,200 members and guest 
physicians and 300 non-physician guests. Dr. Alvis 
E. Greer of Houston, Texas, succeeded to the presi- 
dency, and Dr. William A. Hudson of Detroit was 


named president-elect. The next annual meeting 
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is to be in San Francisco, June 17-20, 1954. 
Dr. C. Lydon Harrell of Norfolk was re-elected 
Governor of the Virginia branch of the College. 


Dr. Armistead D. Williams 

And family of Richmond left the end of June for 
their new home in Clifton Forge, where Dr. Williams 
succeeded Dr. J. R. Beckwith as chief of the Med- 
ical Department of the Chesapeake and Ohio Hos- 
pital. 

International College of Surgeons. 

The United States and Canadian Sections of the 
the College will open at the Waldorf-Astoria in New 
York on Sunday evening, September 13. This ses- 
sion will be open to the public and Dr. Richard H. 
Shryock, Director of the Institute of the History of 
Medicine of Johns Hopkins University, Baltimore, 
“Fame in Surgery”. The scientific 
program will open on Monday morning, September 


will speak on 


14, and from that time to the closing session on 
Thursday evening, will include a discussion of 
many interesting subjects. 

Dr. William R. Lovelace of Albuquerque, New 
Mexico is president of the United States Section and 
Dr. Douglas U. McGregor of Hamilton, Ontario, is 


president of the Canadian Section. 


Dr. Benedict Nagler, 

Assistant professor of neuropsychiatry at the Med- 
ical College of Virginia and chief of the neuropsy- 
chiatric service at the Veterans Administration hos- 
pital in Richmond, Virginia, has accepted a new 
appointment in VA Central Office at Washington, 
D.C. He became chief of the neurology section of the 
psychiatry and neurology division, Department of 
Medicine and Surgery, effective July 19, 1953. 

Dr. Nagler has been chief of the Neuropsychiatric 
Service at McGuire VA Hospital, Richmond since 
May 1, 1946. 


Dr. Hood Transferred. 

Veterans Adinistration announces the appointment 
of Dr. John G. Hood, recently of Richmond, as 
manager of the VA Hospital in the Bronx, New York 
City. Dr. Hood, who has been manager of the VA 
Hospital in Richmond since January, 1951, succeeds 
Dr. Ralph G. Devoe (retired) as manager at the 
Bronx. 


The American Congress of Physical Med- 
icine and Rehabilitation 
Will hold its annual scientific and clinical session 
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on August 31-September 4, 1953 inclusive, at the 
Palmer House, Chicago, Ill. Scientific and clinical 
sessions will be given on the days of August 31 and 
September 1, 2 and 3. All sessions will be open to 
members of the medical profession in good standing 
with the American Medical Association. 

In addition to the scientific sessions, annual in- 
struction seminars will be held. These lectures will 
be open to physicians as well as to therapists, who 
are registered with the American Registry of Physical 
Therapists or the American Occupational Therapy 
Association. 

Full information may be obtained by writing to 
the executive offices, American Congress of Physical 
Medicine and Rehabilitation, 30 North Michigan 
Avenue, Chicago 2, Illinois. 


The Pan American Medical Women’s Al- 
liance 
Will hold its fourth Congress at Beekman Towers 
Hotel, First Avenue and 49th Street, New York, 
The 
morning hours will be given over to a scientific pro- 


from September 24 through October 1, 1953. 
gram of general interest. There will be round-table 
luncheon discussions with leaders speaking Spanish 
and English. 
New 
special field will have opportunities to attend clinics 
The Medical Women’s Association 


Through the sponsorship of leading 
York medical women those interested in a 
of their choice. 
of New York is serving as hostess and planning a 
most delightful program, including tours of the New 
York Hospital-Cornell Medical Center and Colum- 
bia-Presbyterian Medical Center, a boat trip around 
Manhattan Island, tour and luncheon at the United 
Nations, visits to Radio City and the Empire State 
Building, and a drive to Hyde Park. Hotel reser- 
vations should be made direct with the hotel. 

Further information may be obtained from the 
Registration Chairman, Dr. Ina A. Marsh, 140 
Linwood Ave., Buffalo 9, New York. Registration 
fee is $10.00. 

Drs. Boyd and Harris. 

Dr. John O. Boyd, Jr., announces the association 
of Dr. John L. Harris, Jr., in the general practice 
of medicine and surgery, with offices at 920 South 
Jefferson Street, Roanoke, Virginia. 

Dr. Martin Markowitz 

Announces the opening of his office for the prac- 
tice of general surgery in the Lee Medical Building. 
Richmond, Virginia. 
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American College of Surgeons. 

More than 11,000 surgeons, other physicians and 
guests are expected to attend the 39th annual Clinical 
Congress of the American College of Surgeons, to 
be held in Chicago, October 5 through 9, 1953. The 
program will include formal scientific papers, panel 
discussions, symposia, postgraduate courses, surgical 
forums, medical motion pictures, ciné clinics, color 
television and exhibits. Headquarters will be The 
Conrad Hilton Hotel. 

Dr. Harold L. Foss, president of the American 
College ef Surgeons for 1953, will preside at the 
opening evening session at which Dr. Fred W. Ran- 
kin, Lexington, Kentucky, will be installed as presi- 
dent for the year 1954. Dr. Evarts A. Graham, St. 
Louis, chairman of the Board of Regents, will in- 
troduce special guests and Sir James Paterson Ross, 
London, England, will give the Eighth Martin Me- 
morial Lecture, entitled “‘Science and Surgery.”’ Dr. 
Paul R. Hawley of Chicago is The Director of the 
American College of Surgeons. 


Dr. Challis H. Dawson Honored. 

The American Physicians’ Art Association, at its 
recent meeting in New York City, elected Dr. Challis 
H. Dawson of Suffolk as president. He is the first 
president outside the large cities and also the first 
from the South. The association counts some 15,000 
physicians as members, and holds its annual exhi- 
bitions in conjunction with the meetings of the Amer- 
ican Medical Association. 

Dr. Dawson received the Medal of Merit for his 
‘“Oustanding Accomplishment in Art,” as also many 
prizes and awards. He is entirely self taught, never 
having had a lesson of any kind and, while he works 
in all media except oils, he is primarily a water 
colorist. He has had pictures accepted and shown 
at a number of shows. 


Dr. J. Stuart Staley 


Returned to his former home in Marion in May, 


to resume his practice after living and working in 
India for the past seven years. 


Dr. Leonard D. Policoff, 

Richmond, has been awarded a United States Pub- 
lic Health fellowship for a two-year period of re- 
search and training at Baruch Center of Physical 
Medicine and Rehabilitation at the Medical College 
of Virginia, Richmond. This is the first selection of 
MCV for such training and Dr. Policoff is the first 
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Policoff has 


been practicing general medicine in Richmond for 


local recipient of such a grant. Dr. 


several years and has also been an instructor in 
medicine on the MCV faculty. 


The Halifax Community Hospital 

Was dedicated on June 24, with Dr. W. T. Sanger, 
president of the Medical College of Virginia, as 
the principal speaker. It was estimated that there 
was a crowd of 2,500 attending the ceremonies be- 
Dr. J. D. Hagood, 


chief of the new hospital’s medical staff, described 


fore the new 50-bed building. 


the new building as ‘ta monument to the people of 
Halifax County”’. 
taking in patients about July 1. 


The new hospital was to begin 


Tobaccorama—1953. 

For the past four years, Richmonders and their 
guests have enjoyed the annual Tobacco Festival, 
which not only focuses attention upon Richmond as 
the cigarette capitol of the world, but also promotes 
other Virginia cities which are well known tobacco 
markets. 

One of the most interesting of the Tobacco Fes- 


tival events is the Tobaccorama, a musical show 
which tells the story of tobacco in song and dance, 
using a cast of 500, an orchestra and a ballet. For 
the first time, the sale of tickets to Tobaccorama is 
being sponsored by the Florence Nightingale Circle 
of the Sheltering Arms Hospital—the only free hos- 
pital in the State of Virginia. 

Tobaccorama will be presented at Parker Field 
in Richmond on September 16th and 17th at 8:30 
p.m. Tickets range in price from $2.00 in the boxes 
to $1.00 in the upper section of the grandstand. For 
tickets, contact Mrs. George D. Vaughan, Jr., Ticket 
Chairman for the Florence Nightingale Circle— 
Glenbrooke Hills—Richmond 88-2097. 
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Proctologic Research Fellowship. 

The International Academy of Proctology an- 
nounces the establishment and award of a one year 
Proctologic Research Fellowship in the amount of 
$1200.00. This Research Fellowship grant has been 
awarded to the Jersey City Medical Center, New 
Jersey, to be administered under the direction of 
Dr. Earl J. Halligan, Surgical Director of the Med- 
ical Center. Dr. Halligan is a former International 
President of the Academy. 

The Board of Trustees of the International Acade- 
my of Proctology will vote another Fellowship grant 
of a similar amount at the time of the next Annual 
Meeting of the Academy. Thus, there will be at 
least two Research Fellowship studies in progress, 
in different institutions, under the auspices of the 
International Academy of Proctology. 


Urology Award. 

The American Urological Association offers an 
annual award of $1000.00 (first prize of $500.00, 
second prize $300.00 and third prize $200.00) for 
essays on the result of some clinical or laboratory re- 
search in Urology. Competition shall be limited to 
urologists who have been in such specific practice 
for not more than ten years, and to men in training 
to become urologists. 

For full particulars write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, Bal- 
timore, Maryland. Essa\s must be in his hands be- 
fore February 1, 1954. 

Internist, 

Aged 37, draft priority IV, graduate of the Uni- 
versity of Virginia, with university hospital training 
and boards cempleted, would like to become asso- 
ciated with individual physician or group for prac- 
tice. Address “Internist” care this journal, 1105 
West Franklin Street, Richmond 20, Virginia. ( Adv.) 


OBITUARIES 


Resolution Upon the Death of Dr. Cohen. 

Dr. Franklin Harry Cohen was born in Norfolk, Vir- 
ginia, on December 19, 1909, and died of cerebral hemor- 
rhage on June 12, 1953. 

Dr. Cohen received his early education in the primary 
and secondary schools of this city, and in 1928 entered 
the University of Virginia where he received his degree 
in medicine in 1934. 

He completed his internship at the Beth Israel Hospital 
of Newark in 1935, and the Essex County Hospital for 


Contagious Diseases in 1936. He entered the private 


practice of general medicine in this city in 1936 and be- 
came a member of the Norfolk County Medical Society, 
The Medical Society of Virginia, and the American Medi- 
cal Association. Until 1941, when he entered the armed 
forces, he acted as assistant on the medical service at St. 
Vincent’s Hospital and Norfolk General Hospital. 

Dr. Cohen accepted an appointment as First Lieutenant 
in the Officers Reserve Medical Corps on September 4, 
1935. He was ordered to active military service with 
the 37th Infantry Division on January 1, 1941. His over- 
seas duty was entirely in the Southwest Pacific area with 
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the famed 32nd Division which fought, in 654 days of 
actual combat, through the swamps of New Guinea, the 
drenching rains of Leyte, to the high mountainous terrain 
of Luzon. For meritorious achievement in connection with 
military operation against the enemy in New Guinea and 
the Philippine Islands, Dr. Cohen was awarded the Medi- 
cal Combat Badge, the Bronze Star Medal, and was 
recommended for the Legion of Merit. With the 32nd 
Infantry Division he served first as Battalion Surgeon, 
then Regimental Surgeon of the 128th Infantry, and final- 
ly as the 32nd Division Medical Inspector. 

Following his separation from the military service, Dr. 
Cohen returned to Norfolk and in early 1946 re-entered 
private practice of general medicine, and later resumed 
his affiliations with Norfolk General Hospital and the 
new De Paul Hospital. 

Despite a progressively increasing degree of hyper- 
tension which first became manifest at least six years ago, 
Dr. Cohen spared himself no effort, denied no patient 
medical care, continued to give of himself unselfishly to 
his practice and clinic work. 

At one o'clock in the afternoon of June 12, 1953, Dr. 
Franklin Harry Cohen 
hemorrhage while caring for patients in his office, and 
expired that evening. 

With a deep sense of appreciation for the contributions 
which Dr. Cohen made to this community and to his 
country, and reflecting the admiration, respect, and affec- 
tion of his colleagues, it is recommended that this reso- 
lution be incorporated igto the minutes of this Society and 
that a copy be presented to Mrs. Lena L. Cohen, mother, 
and Mrs. Evelyn Pierce Cohen, wife, of our late Dr. 
Franklin Harry Cohen. 

(Signed BERNARD LipMAN, M.D., Chairman 
Mitton Sarasky, M.D. 
ALFRED L. Krucer, M.D. 
Committee. 


Dr. Richard Henry Woolling, 

Pulaski, a Life Member of The Medical Society 
of Virginia, died June 17 after a long illness. He 
was 81 years of age and a graduate in medicine from 
the former University College of Medicine, Rich- 
mond, in 1896. He located in Pulaski as a com- 
pany doctor for the Virginia Iron, Coal and Coke 
Company and had taken a prominent part in civic 
affairs of that community. He was an assistant 
surgeon for the Norfolk and Western Railway Com- 
pany, a member of the Rotary Club, the Pulaski 
Science Club, Elks, a steward in the Methodist 
Church, and a director of the Pulaski National Bank 
for a number of years. 


suffered a massive cerebral 


Dr. George T. Myers, 

Prominent physician of Norfolk, died July 8 at 
the age of 75. He was a graduate of the Medical 
College of Virginia in 1901 and had spent prac- 
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tically all his life in Norfolk except for time he saw 
service in New York City hospitals. About 1907 
he was chosen as city doctor for Norfolk, which po- 
sition he served until his retirement in 1937. He 
was a member of various medical organizations, in- 
cluding The Medical Society of Virginia of which 
he was a Life Member. Surviving are his wife 
and a son and daughter. 


Dr. William Alfred Pinkerton, 

Retired physician of North Garden, died July 
8 in a Charlottesville hospital. He was seventy-six 
years of age and had graduated in medicine from 
the University of Virginia in 1900. 
four children survive him. Dr. Pinkerton was a 
Life Member of The Medical Society of Virginia. 


Dr. B. R. Caldwell, 

Formerly of Alexandria but more recently of Coral 
Gables, Florida, died March 22, death resulting 
He was seventy-five 
years of age and a graduate of the University of The 
South, Sewanee, Tenn. in 1901. He served twenty- 
two years on the Board of Veterans Appeals. He 
had been a member of The Medical Society of Vir- 


His wife and 


from a coronary condition. 


ginia since 1902. 


Dr. John C. Wallace, 

Who had practiced in Arlington for twenty years, 
died June 28, at the age of 76. He graduated in 
medicine from Tulane University, New Orleans, in 
1899 and practiced for sometime in Mississippi 
before locating in Arlington. 


Dr. N. Thomas Ennett, 

Of Beaufort, N. C., died June 23, at the age of 
seventy-six. He graduated from the Medical Col- 
lege of Virginia in 1907 and lived in Richmond, 
Va., for a number of years, having been medical 
director of Richmond Public Schools for twenty- 
seven years. After leaving Richmond, he served 
as health officer in several places in North Carolina. 
His wife survives him. 

Dr. Frank H. Lahey, 

Internationally famous surgeon and founder and 
director of the Lahey Clinic in Boston which bears 
his name, died June 27, at the age of 73, in the New 
England Baptist Hospital, which he had entered 
a few days previously for a check-up and rest. He 
was the second noted Boston surgeon to die within 
a few days, Dr. Marius N. Smith-Petersen having 
died on June 18. 
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Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 





22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 


Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 





Chronic 


t WResistant TYPES OF ULCERS 


AUTHORS 


RELIEF OF SYMPTOMS 
(Chiefly Pain) 


Side Effects 


Surgery 
or Requiring 


EVIDENCE OF HEALING 





No. o 
Patients || to Other 


Therapy | Duodenal | Jejunal | Stomal | Gastric |} Good 


Fair 





Compli-}0 tinuani 
Poor A. stens! | of Drug? - Complete | Moderate None 





Grimson, Lyons, Reeves 100 7 80 


ll 


f 5 47 19 





Friedman 5 


4 2 





Bechgaard, Nielsen, Bang, 16 
Gruetund, Tobiassen 





McHardy, Browne, Edwards, 
Marek, Ward 





Segal, Friedman, Watson 





Brown, Collins 





Asher 





Rodriguez de la Vega, 
Reyes Diaz 





Winkelstein 





Hall, Hornisher, Weeks 





Maier, Meili 





Meyer, Jarman 





Poth, Fromm 





Plummer, Burke, Williams 





McDonough, O'Neil 





Broders 





Legerton, Texter, Ruffin 





Holoubek, Holoubek, 
Langford 





Ogborn 





Shaiken 





Johnston 





Rossett, Knox, Stephenson 





TOTALS 968 


131 





PERCENTAGES 67.8 


























94 


9.3 
































1. Not included in tabulations. 
2. Included in “Relief of Symptoms” as “Poor’’ and 
in “Evidence of Healing” as “None.” 
3. Four had no symptoms when Banthine therapy was begun. 
4. Of which seven were penetrative lesions and five partially obstructive. 
5. No symptoms were present in four. 


Two with symptoms only; no demonstrable ulcer. 

. Three were psychopathic patients and one had a ventricular ulcer of the lesser curvature. 
Roentgen findings after treatment period of two weeks; forty-seven had duodenal deformity. 
All returned to work within a week. 

In these four, after relief of symptoms, Banthine was discontinued 


because of urinary retention. 





During the past three years, more than 250 
references to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 


to other therapy. These results are tabulated 


above and show: 


**Good” 


relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 783 patients on 
whom reports were available. 

In all but 9.3 per cent, relief of pain was 


}°? 


**so00d” or “‘fair.”’ In all but 22.9 per cent, evi- 
g } 


dence of healing was “complete” or “moderate.” 


During treatment, 26 patients required 
surgery or developed complications other 
than ulcer which required discontinuance of 
the drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 
per cent experienced side effects sufficiently 
annoying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 


G. D. SEarte & Co. 
P. O. Box 5110, Chicago 80, Illinois 
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